o. 1047 Vol. 175. Price 4s. SEPTEMBER 1955 


PRACTITIONER 


/ 
Founded | é | in 1868 


PERIPHERAL VASCULAR DISEASE 





IN 
¥* RAYNAUD’S PHENOMENON 


When 
sympathectomy * BUERGER’S DISEASE 


1s 
undesirable ¥ HYPERHIDROSIS 


‘ANSOLYSEN’ 


PENTOLINIUM TARTRATE 
IS WORTHY OF TRIAL 


DETAILED INFORMATION IS AVAILABLE ON REQUEST 


PRESENTATIONS 


40 mgm. and 200 mgm. tabiets MANUFACTURED BF 
0-5 per cent and 2:5 per cent solutions 
MAY & BAKER LTD 


2-5 per cent Retard solution (in polyvidone) 
Ae PROB brand mtice prote 
SLL LE EEE! Distributors: BERRI IE ey a, 


PHARMACEUTICAL SPECIALITIBS (MAY & BAKER) LTD -« DAGENHAM ~« BSSEX 


For contents of this issue see overleaf 














EVANS 


NOBECUTANE oo. c:sin 


the sterile plastic wound dressing 


NOW ALSO AVAILABLE IN SPRAY CONTAINERS 


NOBERCUTANE consists of an acrylic 
resin dissolved in a mixture of acetic 
esters. When applied to the dry. skin 
the solvent evaporates leaving an elastic, 
transparent, and adhesive film 
NOBECUTANE has many advantages 
over conventional dressings. It is non- 
irritating, transparent, tough, pliable 
and durable and can be applied over 
joints where some degree of mobility is 
required 

NOBECUTANE is imprevious to bec- 
teria but permeable to air and water 
vapour and allows normal aqueous ¢x- 
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In addition it is welcomed by nursing 
staff who find it effects a considerabic 


Saving in time 


available in 300 ml 


NOBRCUTANE is 
spray containers, holding sufficient solu- 
tion to dress 60-70 surgical wounds 
It is also available in bottles of 50 ml. 


and 250 mi. 


EVANS MEDICAL SUPPLIES LIMITED, LiveRPOOL & LONDON 


ssla 














THE PRACTITIONER 


EDITORS 
SIR HENEAGE OGILVIE, K.B.E., D.M., M.CH., F.R.C.S. 
WILLIAM A. R. THOMSON, M.D. 


JOSEPH GARLAND, M.D. (Consultant Editor in U.S.A.) 


s BENTINCK STREET, LONDON, W.1. WELBECK o1ar 





CONTENTS 
Vol. 175: SEPTEMBER 1955 


PAGE 
The Month 227 
The Etiology of pteeadneestel Professor J. B. Duguid, m.p 241 
The Diagnosis and Treatment of Chronic Obliterative Arterial 
Diseases of the Extremities: Richard Warren, M.p 248 
The Recognition and Treatment of Incipient Gangrene: C. Alla: 
Birch, M.D., F.R.C.P 244 
The Prevention and Treatment of Thrombophlebitis: R. I. S 
Bayliss, M.D., M.R.C.P 262 
The Treatment of Varicose Veins: lan Fraser, D.s.0., M.D., M.CH 
F.R.C.S 267 
Varicose Eczema and Varicose Ulcer: G. A. Grant Peterkin, M.a.2., 
M.B., F.t P.ED 270 
The Surgical Treatment of Arterial Aneurysms: Professor Charles 
Rob, M M.CHIR., F.R.C.S 28< 
Renal Astertagraghy : R. N. Jones, M.cH., F.R.c.s., and F. G. Wood 
M.B I I ».M.R.E 293 
The Management of Psychotic Reactions Resulting from Cortisone 
and C orticotrophia: Joseph Kelleher, m.s 7 ind I. B 
Snedcdor M.I M.R.C.P ‘ 
Shot-Gun Wounds: Sir Heneage Ogilvie, + t D.M.. M .. oe 104 
Contin i erleaf 














‘‘ABECEDIN’’ 


VITAMINS A.B8.C.D 
Available in the forms of sugar-coated Tablets and a 


palatable Emulsion. May be prescribed on E.C.10 


H. R. NAPP LIMITED 
3 & 4 CLEMENTS INN LONDON, W.C.2 








THE PRACTITIONER 
—————————————————— Ee 











CONTENTS—continued 

Treatment Techniques for Sports Injuries: Donald F. Featherstone 
M.C.S.P 

General Practitioners’ Forum 
Shut the Window at Night!: Guy Daynes, M.a.c.s., L.r.c.u 
The Prevention and Treatment of Athlete’s Foot: 

Hastings, M.R.C.S., L.R.C.P 

Venal Verruce: D. G. Aitken, M.8., CH.B 

Sydenham’'s Letters to John Locke: Kenneth Dewhurst, 8.1! 
L.R.C.P.1 

The Doctor’s Surgery. Ill.-Structure and Materials: Michael! 
Arnold, L.x.c.p. & 8.1., and John Ware, F.R.1.B.A 


Current Therapeutics. XCIII.—The Newer Anticholinergic Agents: 
Professor A. D. Macdonald, M.p., M.s« 

My Most Interesting Case. VIII.-Traumatic Mitral Stenosis: 
Hugh Barber, M.D., F.R.c.P 

Revision Corner 
Contact Lenses: A. G. Cross, M.D., F.R.C.s 
The Windy Infant: A. A. H. Gailey, M.p., M.r« 

Notes and Queries 

Practical Notes 

Reviews of Books 

Notes and Preparations 

Fifty Years Ago 


For Editorial and Publishing Announcements, see p. cit 














For 


TRIGEMINAL NEURALGIA 


‘DISTIVIT’ Biz 


brand 








Injection of Vitamin Bio B.P. 





1,000 mMICcROGRAMS 


* * * * * * * * * * * 


Manufactured by . Distributed by 
THE DISTILLERS COMPANY eatin eis on 
(Biochem icals) L im ite d . EVANS MEDICAL SUPPLIES LED. 

DEVONSHIRE HOUSE, F A DILLY. LONDON. W.1 ° IMPERIAL CHEMICAL 
Owners of the trademark * Distivit * Pharmaceuticals) LD. 





ANNOUNCEMENTS 














a new intravenous 


anticoagulant 


A clinical investigation carried out 
under the auspices of the Medical Research 
Council has shown that a selected molecular 
fraction of dextran sulphate is suitable for 
therapeutic use as an anticoagulant (Lancet, 
1953, 2, 1004). It is this fraction that is now 
issued as Dexulate. 

Dexulate is produced synthetically to 
a precise specification, and is prepared from 
dextran by sulphation, a process vic: confers 
upon the substauce anticoagulant activity 


qualitatively indistinguishable from heparin 





It is protein-free 
and non-antigenic. 
The effect of Dexu- 
late is immediate 
but rather more 
prolonged than that of heparin, so that control 
of the blood clotting time can be achieved 


with injections given at longer intervals. 
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second considers management of fluid balance in specific conditions 

35s. net 


Weil HYPOTENSION, SHOCK & 
CARDIOCIRCULATORY FAILURE 
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British Mepicat JouRNAI 


THIRD EDITION 412 pages 20s. net 
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by MAURICE DAVIDSON, D.M., F.R.c.P 
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LLOYD-LUKE 
mums A new book for the postgraduate 


OPHTHALMOLOGY 


A TEXTBOOK 
FOR DIPLOMA STUDENTS 


by P. D. TREVOR-ROPER 
M.B., B.Chir.(Camb.), F.R.C.S., D.O.M.S.(Eng.) 


Written primarily for the postgraduate student 
seeking an ophthalmic qualification, this textbook 
deals at appropriate length, and in considerable 
detail, with the anatomy and physiology of the 
eye, with physical and physiological optics in- 
cluding the prescription of spectacles, and then 
covers systematically the diseases of the outer and 
inner eye 


xvi + 656 pp., 449 illustrations, 8 colour plates. (1955) 75s. net 





mmm A new book for the specialist 


STUDIES ON THE 
CEREBRAL CORTEX 
by S. RAMON y CAJAL 


(Translation from the Spanish by Lisbeth M. Kraft, 
Yale University) 


The timeliness of this translation is self-evident 

from the widespread and growing interest in the 

limbic system. When Ramon y Cajal undertook xii +179 pp 
and completed the series of studies included in this 108 illustrations 
volume, he probably gave us the most precise and 

comprehensive a anatomical account of the (1955) 27s. 6d 
limbic system that is available (Ready October) 
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LIVINGSTONE PUBLICATIONS 


CARDIOVASCULAR INNERVATION 
By Professor G. A. G. MITCHELL, 
O.B.E., T.0., M.B., Ch.B., Ch.M., D.Sc 
About 400 pages with over 200 illustrations - ~- * Ready Autumn 


An important new monograph on a subject which has hitherto received little atten- 
tion. The book is the result of many years of painstaking research 
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HISTORY OF BACTERIA LIMB MUSCLES 
By K. A. BISSET, D.Sc Second Edition By Professor |. C. BRASH, M.C.. M.A., M.D. D.Sc 
176 pages, 256 illustrations 25s. FRCSE 116 pages, 30 plates 30s. 


THE HOUSE PHYSICIAN’S HANDBOOK 
By C. ALLAN BIRCH, M.D., F.R.C.P. 
168 pages, 5 plates. 10s. 6d. 


This small book has been compiled to provide information about many of the pro- 
cedures which the house physician will have to use or know about day by day in his 
work. it is well written and should meet a real need 
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Fundamentals of Internal Medicine 
WILLIAM M. YATER 


This standard American text, now in its fourth revised printing, makes its 
first appearance in an English edition Already widely accepted, the book 
owes its success to Yater's ability to screen out non-essentials and focus 
attention on basic and practical fundamentals. His text is clear, concise 
yet comprehensive 

1306 pages with 161 figures 94s 6d net 
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Signs and Symptoms 
CYRIL M. MACBRYDE 


With each major symptom sharply defined and analysed, this book is a 
veritable refresher course ‘This book will afford readers many enjoyable 
as well as stimulating and profitable hours "—PRACTITIONER 

783 pages with 156 illustrations 70s net 
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——=THE HOUSE OF CHURCHILL=—— 


New (Tenth) Edition FORENSIC MEDICINE Now ovalabie 
A Te ase for Students and Practitioners 
By Sir SYDNEY SMITH, C.8.E., FRCP, LL.O., F.ARSAEd.), and F. S. FIDDES, O.B.E., M.D 
173 Wuscrations 
GERMAN-ENGLISH MEDICAL DICTIONARY THE DIABETIC LIFE 
Containing words currently used in medical, its Control by Diet and Insulin 
pharmaceutical and allied professions A Concise Practical Manual for Practitioners and Patients 
Compiled by W. O. GOULDEN, BA., Dr.Phil By R. OD. LAWRENCE, 1.0. F ACP 
$20 pp 4Ss. New (Fifteenth) Edition. 19 illustrations 12s. 6d 
HIGH BLOOD Yer: 
By G. W. PICKERING, M.A... M.B.. M.D.(Ghent), F.A.C.P 
106 ilustrations (5 in Colour) 





40s. 


65s. 


NEW BOOKS FROM USA 
THE MEDICAL CARE OF THE AGED AND THE BIOLOGIC EFFECTS OF TOBACCO 
CHRONICALLY ILL With Emphasis on the Clinical and Experimenta: 


By F. HOMBURGER, ™.D 4s. Aspects 
Edited by E. L. WYNDER, M.D About Ms 





PROLONGED AND PERPLEXING FEVERS 
By CHESTER S. KEEFER, M.D., and SAMUEL E THE PHYSICIAN AND HIS PRACTICE 
LEARD, ™.D 42s. By 18 authorities, edited by JOSEPH GARLAND 
M.D About Me. 
1ON EXCHANGE AND ADSORPTION 
AGENTS IN MEDICINE CLINICAL DISORDERS OF HYDRATION AND 
By GUSTAV |. MARTIN, Sc.D ACID-BASE EQUILIBRIUM 
24 Mustrations 63s. By LOUIS G. WELT, —.D 42s. 


VALUABLE VOLUME: 


Ciba Foundation COLLOGUIA ON AGEING CLINICAL MEDICINE IN GenenaL PRACTICE 
Vol.|. General Aspects Edited by JOHN FRY. MB. 8.5. FRCS. Foreword 
38 illustrations 30s. by Sir HENRY COHEN, /.D., D Sc. F.R.C.P. 29s. Od. 


THE HAMOLYTIC ANAMIAS LEG ULCERS 
Congenital and Ropered Their Causes and Vventment 
By |. V. DACIE, M.D.. MRCP By S$. T. ANNING MA. MD. MACP 
98 illustrations 50s. 42 IMustrations 18s. 
ay wy gh eee GENERAL PRACTICE PROGRESS 'N CLINICAL euaceny 
By CAH D., and B. M. WATTS, M.B By various suthors under the Editorship of RODNEY 
12s. 6d. SMITH, M5. FRCS 2 ration 3bs 


CLINICAL ENDOCRINOLOGY 
For Practitioners and Students CLARK'S 4£PPLIED PHARMACOLOGY 


By LAURENCE MARTIN, ™_D., F.R.C.P., and MARTIN Eighth Editon revised by ANOREW WILSON, /_D 
HYNES. 4D. MRCP PrD.FR PS..andH. O. SCHILD. M.D. Ph.D 
Second Editior 39 MWustratvons 2s. 20 Mlustraconrs 
LATEST “RECENT ADVAN ES 
Bay ——- IN NEUROLOGY AND NEUROPSYCHIATRY 
By RUSSELL BRAIN, .A., O.M., P.ALC.P., and E. B. STRAUSS, MA. OM. FRCP 
Siath Editior 46 iustrations 
DERMATOLOGY PAEDIATRICS 
By W. NOEL GOLDSMITH. M.A., —.D., FRCP Edited by DOUGLAS GAIRONER 
and F. F. HELLIER. OBE. MA. M.D. FRCP 117 Mustrations 
Second Edition 5 Plates in Colour and 28 Text- 
Ggures @s. SURGERY 
ENDOCRINOLOGY Edited by HAROLD EOWARDS. CBE 
By P.M. F. BISHOP. OM. MA.CP Fourth Edition 1S7 Wlustrations 
Seventh Edition 34 iMustratrons Ws. 
RECENT ADVANCES IN RADIOLOGY 
By THOMAS LOOGE. M.B.. FFR. OMAR 
182 Mlustrations 





CIBA FOUNDATION SYMPOSIA 


EXPERIMENTAL TUBERCULOSIS: BACILLUS HYPERTENSION 
AND HOST, with Addendum on Leprosy Humoral and Neurogenic Factors 
69 Mlustrations 42s. 73 WWustrations Os 
PRESERVATION AND TRANSPLANTATION 
VISCERAL CIRCULATION OF NORMAL TISSUES 
72 Mustrations Ws. 55 Mustrations 15s 
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ieee « Luisada: Heart 
Bailliére, 


Tindall and Cox 


A PHYSIOLOGIC AND CLINICAL 


STUDY OF CARDIOVASCULAR 


DISEASES 





By Aldo A. Luisada, M.D., Instructor in 
Physiology and Pharmacology, Tufts 
College Medical School. xii 788 pages 

Price 114s., postage 1s. 6d 


Levy: Disorders of the 
Heart and Circulation 


By Robert L. Levy, M.D., Professor of 
Clinical Medicine, College of Physicians 
and Surgeons, Columbia University. 
xvi 994 pages, 368 illustrations 

Price 91s. 6d., postage \s. 6d 


Marriott: Practical 


Electrocardiography 
By Henry J. L. Marriott, M.D., Associate 
Professor of Medicine, University of 
Maryland School of Medicine 
pages, 115 illustrations 
Price 38s. 6d., postage 8d 


Moragues « Lynxwiler : 
Cardiac Anomalies 


By Vincent Moragues, M.D., Associate 
Professor of Pathology, Creighton Uni- 
versity School of Medicine, and C. P 
Lynxwiler, M.D., Assistant Professor of 
Pediatrics, St. Louis University School of 
Medicine. viii + 92 pages, 157 illustra- 
tions. Price 50s., postage 10d. 


xii 172 





7-8 Henrietta Street, 
London, W.C.2 











THE EXTRA PHARMACOP@GIA 


( Martindale ) VOLUME I, 23rp EDITION 

Details are provided on the toxicity 
of chemicals and drugs, on reports of 
cases, of poisoning, and on treatment of 
overdosage It is unlikely that any 
medicinal agent of established value has 
been omitted from the Therapeutic 


During the eleven years that have 
passed since the last edition of Volume | 
was published there have been more 
important additions to materia medica 
than in any similar previous period 


In this volume will be found infor- 
mation on the composition and character 





of practically every substance used in 
medicine, together with a concise sum- 
mary of its use, its method of administra- 
tion and its contraindications, with 
abstracts of the world literature. The 
book gives details, with references, of the 
most recent innovations in medical 
practice 

Pp. xxii + 1352 
Volume Il 
Price 57s. 6d 


Index which is about half as long again 
as that of the last edition and contains 
approximately 750 headings 

The book has a larger page size and 
more pages than any previous edition, 
but it retains the original handy 
format 


Price 55s. ( postage 1s.) 


-Publication on September 19, 1955 
(packing and postage Is. 6d.) 


THE PHARMACEUTICAL PRESS, 17 Bloomsbury Square, London, W.C.1 


( Publishers of The British Pharmaceutical Codex.) 
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NEW 
BUTTERWORTH BOOKS — 


PAEDIATRICS FOR THE PRACTITIONER 
Edited by WILFRID GAISPORD, M.D., M.Sc., F.R.C.P., and REGINALD LIGHT 
WOOD, M.D., F.R.C.P., D.P.H 





In three volumes and Index volume. Fully illustrated. £13 10s. net per set 
These volumes, well produced and liberally illustrated, should prove of great value to general 
practitioners in this important and satisfying field of medicine The Lance 


KINNIER WILSON’S NEUROLOGY ( Second Edition 
Edited by A. NINIAN BRUCE, F.R.C.P(Edin.), D.Sc(Edin.), M.D., F.R.S.(Edin.), 
Lt.-Col. R.A.M.¢ With a Foreword and new Chapter on Aphasia Apraxia and Agnosia 
by SIR RUSSELL BRAIN, Bart., D.M.(Oxon), F.R.C.P 





In three volumes. Fully illustrated £10 10s. net per set 

The range of authoritative information is very great indeed; and al) the major and minor organk 
diseases of the nervous system are described with characteristic fluency and individual! style all who 
are fortunate enough to acquire these volumes will cherish them University of Durham Medicai 
Gazette 


INDUSTRIAL MEDICINE AND HYGIENE 

Edited by E. R. A. MEREWETHER, C.B.E.. O.STJ., M.D., F.R.C.P., D.LH., 

F.R.S(Ed.) 

In three volumes. Fully illustrated. Volumes 1 and Il just published. Volume Ill ready 

shortly £9 9s. net per set 

A team of experts have collaborated to present a comprehensive picture of today's advances in this 

vast subject. Every aspect is covered, with emphasis on practical considerations 

MODERN TRENDS IN PSYCHOSOMATIC MEDICINE 

Edited by DESMOND O'NEILL, M.C., M.D., M.R.C.P., D.P.M 

Pp. xi+ 375+ Index. 29 illustrations 55s. net 

Written by a large group of acknowledged experts in their own specialities, this book ts authoritative 

and completely free from bias; it is completely up-to-date, for much of the work reported betweer 

its covers is still in progress This book should be read by everybody in medicine Postgraduate 

Medi ae J Mal head 

MODERN TRENDS IN OPHTHALMOLOGY ( Third Series) 

Edited by ARNOLD SORSBY, M.D., F.R.C.S 

Pp. xiv+331+ Index. 111 illustrations, 3 colour plates 65s. net 
this volume, excellently produced and well illustrated and indexed, w:!! go a long way in helping 

to keep the ophthalmologist abreast of the times and in touch with the modern trends of his speciality 

British Medical Journal 

MODERN TRENDS IN BLOOD DISEASES 

Edited by JOHN F. WILKINSON, M.D., M.Sc., Ph.D., F.R.C.P., F.R.1.¢ 

Pp. vi+ 341+ Index. 92 illustrations. 2 colour plates 65s. net 
essential to the physician interested in diseases of the t t 


hematologists and general physicians Medicine Ilu 


BRITISH PRACTICE IN RADIOTHERAPY 






Under the General Editorship of SIR ERNEST ROCK CARLING, LL.D., F.R.C.S., 
F.R.C.P., F.F.R., B. W. WINDEYER, M.B., B.S., D.Sc., F.R.C.S., F.R.A.C.S., F.F.R., 
and D. W. SMITHERS, M.D., F.R.C.P., F.F.R 

Pp. xii + 516 + Index 142 illustrations 85s. net 
The object of thes new work is to present the achievements of radiotherapy in this countr ver the last 
twenty years, and to emphasise the growing co-operation between radiotherapists and the medical 


and surgica leagues, the book follows the unusual form of setting out thew views side by side 


Butterworths . 88 Kingsway . London W.C.2 
Showroom: 11-12 Bell Yard, Temple Bar, W.C.2 
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> CLEAVER HUME 
An imposing reference work of great clinical interest 


Synthetic Drugs - Fleck 


Physicians will welcome this reliable guide among so many 








names and claims. It collates chemical with clinical aspects 
and its wide scope extends to hormones. Ample references; 


finely printed. Royal 8vo. 320 pp. Oct. 70s. 


—and a highly commended 


X-Ray Atlas - Meuwissen 
Esophagus, Stomach, Duodenum 


“The best X-ray atlas so far produced” wrote B./J. Surgery; and this journal 
last month: “For the general practitioner especially, a valuable reference work.” 


Synopses with specimen pages from 3! Wright's Lane, London, W.8. 


Super Royal 8vo, with 1200 illus. and clinical notes. 
CLEAVER HUME PRESS —— 3H 
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BOOKSELLING DEPARTMENT The 
Large stock of Textbooks and recent Litera . 
ture in all branches of Medicine and General 


Science. Catalcgues on request BRITISH 
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Books not in stock obtained to order 


STATIONERY DEPARTMENT A 
All students’ requisites 

SECOND-HAND DEPARTMENT 
A constantly changing large stock of Books 


on Medicine, Science and Technology 
always available MEDICAL 


LENDING a ARY 
Medical Scientific 


Annual Subecription Town or Country - . 
from TWENTY-FIVE SHILLINGS s 
Special terms to Students at the London and Editor: Dr. S. J. Van Pelt 
Provincia! Medical Schools . 
The Library includes all recent and standard official organ of the 
Books in all branches of Medicine and Science, British Society of Medical Hypnotists 


and is ——,. useful to Sox ieties, Students 
a Sa INFORMATIVE ARTICLES 
Wesspestes pest Ges on soquest. BY WORLD AUTHORITIES 


H. K. LEWIS & Co. Ltd. PUBLISHED QUARTERLY 
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“My Daily Mail” 1, si mies rnomas 


: | be READ the Daily Mail for almost 

as long as I can remember. It’s a 
paper that reads itself, so to speak—by 
which I mean that its reports and features, 
on any subject under the sun, are always 
clearly and interestingly written 

You probably know that I’m rather 
an air-minded person! So the Daily 
Mail is a paper after my own heart. It 
always gives prominence to the latest 


achievements in the air. It always has— 


since it sponsored the first cross-channel 
flight in 1909 and presented Blériot with 
a thousand pounds for his success. I 
often think now, when I fly above the 
Channel, what a well-spent thousand 
pounds that was 

As a busy man, I particularly admire 
the way the Daily Mail reporters crystal- 
lize and condense news items so that one 
obtains essential, accurate and memorable 
information in the shortest possible time 
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Is it going to hurt ? 


There are many wounds of all types which require dressing in such a way tha 
delicate epithelium receives the minimum of trauma. Most burns and many of the 
lesser accidents to which children are subject come into this category. In such cases, 
consider the advantages of Jelonct paraffin gauze dressing. This non-adherent dress- 
ing, a Smith & Nephew product, comes to you sterilized for immediate use in your 
surgery. It need exert no more pressure over the damaged part than is absolutely 
necessary ; dressing trauma is prevented, and healing can continue undisturbed 
Jelonet dressings are supplied in tins and in separately-packed single pieces, in 


sealed envelopes, for use in the paticnt’s home 


JELONET 


PARAFFIN GAUZE DRESSING B.P« 
isa dressing for all wounds—sterile and ready for immediate use 


Jelonet may be prescribed on Form E.C.10 in the following 
sizes :—individual pieces in separate envelopes, in cartons of 12, 
and in tins containing $5, 10, and 36 pieces. Each piece 3}* x 3] 
For hospitals and other large users there is a special size tin 
containing a strip 8 yds. long x 3}° wide zig-zag folded. Every 
dressing is sterilised and ready for immediate use 


FULL DETAILS FROM: SMITH & NEPHEW LTD + WELWYN GARDEN CITY 
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| 
FAST-CAR performance 
MILY-CAR comport 
SMALL-CAR ecomomy 


REMEMBER. Quality and dependability are 
grarenteed by the BMC. Used Car Warranty and 
pou art tain of 4 good desi when you veil 


This smart and graceful car brings Wolseley ownership within the 
reach of the man who demands something better than a large-scale production 
model, without paying a high price. The forward positioning of its lively engine 
and a well balanced power-to-weight ratio give the utmost comfort for both driver 
and passengers. Its road-holding and cornering capabilities are outstanding. Its 
many clever and sensible amenities belie its moderate price. It is a beautiful car 
you will be all the more pleased to own because of its remarkable value. 


She a 
WOLSELEY * 
(Sour Sols owe = 


London Showroom: : 12 Barkeley Street, W' 1 
WOLSELEY MOTORS LTD., Overseas Business : Nuffield E. <ports Lid., Oxford, and 
COWLEY, OXFORD 41 Piccadilly, | andes, W.1 
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For Sacro-iliac Strain 
a narrow belt alone is not enough... 


That is why Spencer designers incorporate an easily-adjustable pelvic binder (see 
inset above) inside each eonste created for sacro-iliac strain 

A narrow belt alone will not provide adequate continuous immobilization of the 
sacro-iliac joints because such a belt wil! not stay in place. With ordinary body 
movements, any narrow belt alone will ride-up and dig-in at the back, thus 
causing faulty posture that increases the disability. This is why every Spencer 
Sacro-iliac Support is a “ belt within a support —designed to the necessary 
—s and lengths to bridge the lumbar curve and co-relate abdominal and 
back support hus improvement in posture—essential to relief in sacro-iliac 
strain—-is attained and maintained 

Every Spencer—for abdomen, back, breasts—is individually designed. cut, and 
made for each patient, and wil! not lose shape 


For further information write to 


SPENCER (BANBURY) LTD. 


Consulting Manufacturers of 


Surgical and Orthopaedic Supports 


SPENCER HOUSE BANBURY OXFORDSHIRE 
Tel.: 2265 

Branches : 
LONDON: 2 South Audley Sc., W.! Tel: GROsvenor 4292 
MANCHESTER: 28 King Scereet, 2 Tel.: BLAckfriars 9075 
LIVERPOOL: 79 Church Screet, | Tel.;: ROYal 4021 
LEEDS: Victoria Buildings, Park Cross Screet, | Tel.: Leeds 3.3082 

(opposite Town Hall Sceps) 

BRISTOL 440 Queen's Road, 8 Tel.: Bristol 2480! 
GLASGOW: 86 St. Vincent Sereet, C.2 Tel.: CENeral 3232 
EDINBURGH: 30a George Screet, 2 Tel.: CALedonian 6162 


Trained Retailer-Fitters throughout the Kingdom. Name and address of nearest Fitter supplied on request 


Copyright 
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lighting 

a new 

SAFE course 
incommon 
skin 


disorders 


BRANC * HYDRO RTISONE ALCOHOL 
Topical Ointment 


the most important anti-inflammatory corticoid 


@ EFFECTIVE TOPICALLY 


NON-SENSITIZING 


= 
@ NO SYSTEMIC EFFECTS 
. 


NEW WATER MISCIBLE BASE 


“ constitutes the simplest, cleanest 
and most rapidly effective of all 


topical measures we have employed 


id. 67 290 1954 


Cortril 


In the United Kingdom supplies of Cortrii Topwal Omtment 


are at present available only to Hospitals 


World's Largest Producer of Antibiotics 
PFIZER LTD POLKESTONE KENT 7 POLKESTO 


@ Trade Mark Chas. Phizer & Co. In 





Varicosity of medium severity. 


Below the same icg in 
support under dress hose 
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Burson 








In such a 
a 


... you will want to prescribe an elastic 
stocking that can be relied on for the 
maximum efficiency and comfort. 
“Burson’ hosiery has all the points you 
will look for: 


san Burson two-way stretch 

ALL-ROUND stockings are made of genuine 

lastex yarn in a fine, close 

weave which gives full support without 

undue tightness. Closed heels give that 
extra firm support. 


Light and cool to wear, 
ComFont Burson stockings have open 

toes to ensure freedom of toe 
movement and comfort in the feet. Fine 
texture, full fashioning and a tactful 
colour make them virtually indiscern- 
able under ordinary stockings—a point 
of considerable impertance for the 
patient who has hitherto suffered in 
silence for the sake of appearance 


Burson stockings give long 
service and stand up weil 


DURABILITY 


to constant wear and frequent washing 


These well-tried assets are the results of many 
years intensive research into the making of 
surgical stockings. They have won the 
approval of both the vascular specialist and 
the general practitioner——who can prescribe 
Burson hosiery freely under the National 
Health Service. Both above and below the 
knee lengths are available. 


BURSON ‘Sita 


LASTEX HOSIERY 


FASSETT & JOHNSON LIMITED, 
86 Clerkenwell Road, London, E.C.1. 


POCO EERE EERE EEE EEE EEE EE EEE SEES EEE EE OEEEEE SEES 





? 


alatable and therapeutically reliable, 


the * Eskacillin * range provides the simplest answer whenever liquid ora 
penicillin is indicated— whatever the dosage. Selection is easy——in eacl 


the number which follows the name * Eskacillin " equals thousands of 
nternational units per standard medical teaspoonful’. One word 


embraces the whole field of liquid oral penicillin therap 


100 


Eskacillin 


ESKACILLIN | 200 
300 


1 fi. dr 3-S mi 


AN SMITH KLINE & FRENCH INTERNATIONAL CO. 
BRixton 785 


represented by Menley & James, Limited, Coldharbour Lane, London, S.E.5. Te 


ECP9S (4 





j y 
Fey 


at 


of penicillin and sulphadimidine 
are decisive against many infections. The bacteria 
are more vulnerable and less able to develop resistance 


than they would be to either drug singly 


ESKACILLIN 100 SULPHA 


containing sulphadimidine with soluble penicillin 


in a palatable vehicle, is for this reason 


invaluable in mixed or double infections 


, s! NAS 


A) 


SMITH KLINE & FRENCH INTERNATIONAL CO. 
represented by Menley & James, Limited, Coldharbour Lane, London, S.E.5 


Te BRixton 785 
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a three-fold 


calming 


influence... 


RELIEVES SPASM 
RELAXES NERVOUS TENSION 
LIQUEFIES STARCH MASS 


BARDASE,* combining the 
antispasmodic, sedative and 
amylolytic properties of belladonna 
7: © 
alkaloids, phenobarbitone and Taka-Diastase, presents a comprehensive 
therapeutic approach to the problem of visceral spasm. It has proved of 
great value in the relicf and management of gastro-intestinal disturbances, 
particularly peptic ulcer and the irritable colon syndrome. BARDASE may also be 


prescribed as a useful adjunct to other treatment in cases of ulcerative colitis. 


Bardase 


SPASMOLYTIC SEDATIVE DIGESTIVE AtD 


, , 
Yellow sugar-coated tablet upplied in bottles of 50 and soo 


Bardase Liquid is available in bottics containing 4 and 16 fluid ounces 


: EP): PARKE, DAVIS & COMPANY LTD. (in 5A) HOUNSLOW, MIDDLESEX HOUNSLOW 2561 
5 670 
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Tr ansvasin brings the esters of 


NICOTINIC ACID 
SALICYLIC ACID 
p-AMINOBENZOIC ACID 


to the focal point of 
soft tissue rheumatism 


The esters in Transvasin, 
a new preparation devel- 
loped by Hamol S.A., our 
Swiss associates, readily 
pass the skin barrier in 
therapeutic quantities and 


. enable an effective concen- 
tration of the drugs to be built up where they 
are needed.* Transvasin not only induces 
vasodilation of the skin with a superficial 
erythema, but also brings about a deep 
hyperaemia of the underlying tissues. It is 


non-irritant, and can be safely used on deli- 
cate skins. It is now being widely prescribed, 
with successful clinical results. Since a very 
small quantity is sufficient for each applica- 
tion, the cost of treatment is extremely low. 


p-- Imunobenz 
Water-muiscible cream 


thoibe 


LLOYD-HAMOL LTD., 11 WATERLOO PLACE, LONDON, 5.W.1 WHITEHALL 8654/5/6 
Transvasin is the registered trade mark of Lloyd-Hamol Ltd 














(L Whom fi M 


~~ 


disc reet, prac tical 


complete prescription for conception control 


washebie. « egent and durable mpper be 
= 


Ortho Pharmaceutical Limited _ High Wycombe . England 
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Scholl 


Elastic Yarn 
SURGICAL 
HOSIERY 


with the new “ Soft Grip” top and instep 














This very latest type of Elastic Yarn Surgical 
Hosiery, with its many special features, pro- 
vides accurate support with the maximum 
comfort, coolness, and lightness, while being 


virtually invisible in wear 


In THIGH STOCKINGS 
and BELOW-KNEE STOCKINGS 


N.H.S. prescriptions should state 


ELASTIC YARN (Scholl) 


SEND FOR THE GUIDE TO PRESCRIBING 
SCHOLL SURGICAL HOSIERY 


A concise summary of the official 
regulations for prescribing Elastic Yarn, Net, 
and One-Way Stretch Surgical Hosiery 

A time-saver for your desk 


SCHOLL FITTING SERVICE 


At branches of Scholl Foot Comfort Ser 
vice throughout the country, the services 
of competent staff, fully trained in the 
work of fitting Surgical Hosiery, are 


always available 


THE SCHOLL MFG. CO., LTD. 182/204, ST. JOHN STREET, LONDON, E.C.!. 
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I§ years of clinical opinion 


supports the use of vaginal tampons 





Wh 


an 
applicator ? 


The function of the applicator in inserting the tampon at the 
upper end of the vaginal tract is of the greatest importance 

It eliminates any handling of the highly-compressed soft 
surgical cotton, and ensures comfort and steady absorpti mn 

The correct position of the internal tampon avoids contact 
with both anal and urethral sources of contamination. 
Tampax tampons are simply and hygienically inserted in 
correct proximity to the cervix by means of a disposable 
* applic itor ' tube, only #,” diameter. The applicator is an 
integral part of tamponage and, therefore, results in a definite 


improvement in menstrual hygiene. 


TAMPAX 
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**... evidence of absorption... 
... in all the cases...” 


Recent tests involving Penidural Oral Suspension 


resulted in the publication of the following* :— 


“ Penidural is a stable and palatable suspension, which 
is well tolerated.” 

“A detectable blood-penicillin level was found within 
three hours of administration in 67 of 68 assays 
After five or six hours 37 of 59 persons still had levels 
of 0.06 unit per ml. or more . . . evidence of absorption 
was found in all cases .. .” 

“. .. In the great majority of tests made up to three 
hours after administration—i.e., the peak period 
blood-penicillin levels of at least 0.03 unit per ml. were 


obtained, and in many of them considerably higher 


levels were found.” 


*The Lancet, 24th Apr 1954, pp 
Penidu ‘al ORAL SUSPENSION 
(Benzathine Penicillin) 


ered trade mark, 


John Wyeth & Brother Ltd., Clifton House, Euston Road, London, N.W.1 
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— the Energen Dietary Service 
can Qive immediate adv 

help. Special dicts { 

wal cases can be 

standard dict cards { 

ailments — replaceat 
quired—are availal 

indexed filing box 

here). Personal 

can be arranged with th 
Dietitian, and a special 4 

book on specific dietary prob- 
lems, “Diet and the General 
Practitioner,” wil] be sent on 
request. All these services are 
free of charge ¢ ractitioners 
throughout the United King 
dom. For further details, write 
or telephone the Energen 
Dietary Service, 25a Bryanston 
Square, London, W.1 (AMBas 
sador 93432 














Two NON-STICKY Bandages 


for the treatment of 


VARICOSE CONDITIONS 


THE TWO-WAY STRETCH 
(T.W.S.) ELASTIC BANDAGE 


As itustraced By virwe of its unique 
character, the T.W 5S. Bandage gently massages the varicose 


two-way stretch 


limb as the patrent walks Thus two-way bandage massage 
applied to an cedematous limb usually results in the dusappear 
ance of the oedema 


THE ONE-WAY STRETCH 
(0.W.S.) ELASTIC BANDAGE 


An excellent flesh coloured bandage for both suppo 
compression treatment of varicose veins 
PRICES 
T.W.S. Supportive Bandage, each 176 
O.W.S. Supportive Bandage, each 126 
Postage 4d. coch extre 
Special terms to the Profession and Hospitals 


Voricese Vein Brochure on request 


JOHN BELL & CROYDEN 


Makers of SURGEONS’ INSTRUMENTS & HOSPITAL EQUIPMENT 


WIGMORE STREET : LONDON, W.! 


’ 
Groms struments Wesdo Londor Phons WELbeck 5555 (20 lines 
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for nasal 
decongestion 


a new and unique formula 


‘Tl y a An J 


Look to Tyzanol for nasal decongestion. 
Provides nasal patency in minutes for HOURS without taste 
or odour, sting or rebound congestion 


Tyzanol |; « chemically anc unique nasa ng 203 patients given 
TYZANOL relief was rapid and prolonged, rebound congestion or other local or systemic side effects were 
not observed, and a grat 

New York State J. Mee 


Tyzanol i: es 


10 of an 


WORLD'S LARGEST PRODUCER OF ANTIBIOTICS 
PFIZER LTD POLKESTONFE KENT POLKESTONE 5177! 


*s 47: Mor 
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MERBENTYI 


MERBENTYL (ooo 


; ; at 
RIKER LABORATORIES LIMITED, LOUGHBOROUGH, LEICS 
m™ w, Londen 
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You can use 


Elastoplast Plaster... 


... On its own 


to strap a dislocated thumb. 
One-inch Elastoplast Plaster is used, 
applied spica-fashion. 


* to cover impetigo lesions, allowing 


undisturbed self-healing. 


...-Or to keep a 
dressing in place 


in cases where it is preferable to 
ut an individual strip rather than 


de first-aid dressing 


PLASTER is flesh-coloured, made from light-weight cloth, 


ELASTOPLAST 
dressings. It is far 


and ideal for on-the-spot strapping and retention of 


more comfortable and more efficient than a rigid plaster. 


i} 


ELASTOPLAST: elastic adh 


rretched 


ea 


1” or 2” x 13/2 yds stretched and 1° x $/6 yds stretch 


WATERPROOF ELASTOPLAST P 


plastic strapping 1° x 1 yd and 1° Or 2” x 3 yd 


LTD - WELWYN GARDEN CITY HERTS 


SMITH & NEPHEW 


Outside the British Common 














The Aged... 


MANY AGED PEOPLE, though retaining their inter 


in lite, lack the initiative and physical strength to transiat 


nclination into action. They are notoriously exacting and difficult 
The administration of a reliable and palatable tonic often helps to add ‘ life to years 
Neuro Phosphat might well have been specifically designed for the aged, its itstanding 
: : ak 4 ptab most cxacting patient. R mmended 
1Osage Iwo tea poonful with watcr, t 1. belor : 


‘Neuro Phosphates’ («:.:.; 


prescribed so widely because 1t works so well 


SMITH KLINE & FRENCH INTERNATIONAL CO 
esented by Menley & James, Limited, Coldharbour Lane, London, $.£.5. Tel: BRixton 785! 

















How to stop between-meal eating 


DEXEDRINE 
SPANSULE* 


brand of sustained release capsule 
r 


Sampies avaiable on reque 


AD SMITH KLINE AND FRENCH INTERNATIONAL CO 


represented by Meniey & James, Limited 


ce) BRixton 785 
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Syrup Calcidrine.. 


can bring reliaf, tr Night lough 


2.9 








y I I NI fler : tu . wastr ! rt 
slatable and we tolerated combinat r toward ! rT / ! 
an effective wh sedative, wit! rups of wild " 
listinet antispas Mie properties at . . 
The high todun tent of the produ reese : t tintal : 


wine 
‘ ruishes it from the usual 
lemuleents and expectorants. By 


the expectorant eflect of 


s obtamed 

great advantage 

t} atrment simple acute and 
; 


fections, especially 


t cough prevents proper 


Syrup Calcidrine 


Average Adult Dome 
to 4} = amd 


, — Syrup Calcidrine is 


ey ; allv wr tolerated sine 


Lire ontent seldom 


Ofhott ABBOTT LABORATORIES LIMITED * PERIVALE * GREENFORD * MIDDLESEX 
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An easier way of 


removing EAR WAX 








— = 


the externa 


Hitherto, the removal of wax from 
has commonly necessitated two attendances 


for diagnosis and prescription of a su 
nd, two or three days later 
Ear Drops, wax can be 
t. A few drops of Cerun 
ther patient is being 
sarder wax disimpacts 
eared by gentle syringing. Only when the wa 
vecessary for the administration 


longed and the patient told toreturn! 


pre 
date. In many cases, Cerur 
own home and, as the wax ha 
its own accord, further 
bacterial, efficient 
auditory meatus 
na large number of! 
included in Categ f the 
{ Proprictary Preparations, and may theref 


e prescribed on N.H.S. form E.C.10 





us. 
M 


TAMPAX LIMITED 
Medica! Department. B Middx. Tel: WAX 2244 


A Product of th 


PACKS ery Use ' cparate d 
tal Use: 2 o&. and 10 oa. bottles 


’ Ad 
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it’s aspirin + it’s aspirin — 


+ solubility — gastric irritation 
— depression of the blood prothrombin 


+ rapid absorption 


+ maximum toleration — toxicity 


ivs Ce-K-Sal 


Ce-K-Sal tablets are especially 
suitable for intensive medication 
and for the patient sensitive to 
ordinary aspirin 

Literature and samples on request 


PAINES & BYRNE LTD., Greenford, Middlesex. 





Advertised and Introduced ONLY to the Medical Profession 





RELIEF OF RESPIRATORY DISTRESS 
ANEW ANTIDYSPNOEIC 


ANTALBY BAILLY ) 


SUPPOSITORIES AND ORAL TABLETS 
FOR ADULT AND CHILD MEDICATION 


Active coastituent : Theophylline para-aminobenzoate of Piperazine 





ANTALBY possesses a rapid INDICATIONS Pssential of 

and effective action in relief of symptomatic Asthma, Bronch 

spasm of the bronchia! muscula pulmonary or cardio-vascular 

dyspnoeic affections, Dyspnoea 
of Emphysema 


ture and stimulates the 





reapiratory centre 














PACKINGS BASIC (6.4.5. PRICES 
Tablets—-Tin of 30 3,54, plus 10d. purchase Tax 
Dispensing pack: 250 Tablets 24,-, plus 6+ purchase tax 
SuppositoriesAdults: Carton of 6 3S, plus 10d. purchase tax 
Children: Carton of 6 2/10d., plus Bid. purchase tax 


Sample and literature to the Medical Profession on request 
BAILLY LIMITED, LONDON 
Sole Concessionaires BENGIL 'E & co. LTD. Manufg ( hemist 
MOUNT PLEASANT, ALPERTON, WEMBLEY, MIDDX. 
























RYBARVIN 
RYBAREX - 


RYBARVIN INHALANT 


Non-habit forming antispasmodic for the 
treatment of asthma. Gives consistent and 
often spectacular results. Free from excess 
acidity and non-irritant. No side effects. Pur- 
chase tax free. 


RYBAREX INHALANT 


Similar to Rybarvin but also has a strong 
expectorant action which makes it the inhalant 
of choice when Bronchitis and Bronchial 
Catarrh complicate the asthma. 


RYBAR INHALER 
Specially designed for aerosol therapy. 





RYBRONSOL 





























$3 a 
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RYBRONSOL POWDER 


A new Rybar sedative which, taken by the 

mouth, soothes the general nervous system, 

helps to relieve the bronchial spasm and 

alleviates congestion in the bronchial tree 
All items, including the Rybar Inhaler, may be 
prescribed on N.H.S. Form E.C.10 


Peal ‘ , 5 
rr 


Pp and literature on request 





TANKERTON - KENT 


Le ed 


‘Diet During Pregnancy 











it has long been recognised that the diet of the pregnant woman 
is of great importance in relation both to her own health and to 
Surveys which have been carried out 
indicate that an adequate supply of essential vitamins is most 


the health of her baby. 


necessary. 


Marmite is a yeast extract containing almost every known factor 
of the B, complex and its inclusion in the diet of expectant mothers 
has been shown to be of particular value. 
ordered widely for distribution at maternity and child welfare 


centres and at ante-natal clinics. 


MARMITE 


extract 


yeast 


Jars: 1-02. 94., 2-02. 1/4, 402. 2/4, 8-07. 4)- 





16-o2. 7/- 
Special terms for packs for hospitals, welfare centres and schools 


ARMITE LIMITED, WALSINGHAM HOUSE, SEETHING LANE, LONDON, E.C3 


Literature en request 


Marmite is, therefore, 


Obdtainable from Chemists and Grocers 
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1S fina Dalgoband Zine Pate Bandage 


DALZOBAND MEDICATED BANDAGES 
These are an Unna'’s parte type bandage that are always mom always 
ready to use The medicated bandages are loosely wound round the 
aflected part and covered with another dry bandage tightly appled 
There are five varieties of Dalzoband, all of which conform to the 
specifications for such bandages in the Drug Tariff 
Dalzoband (2) Zinc Paste Bandage 
B.P.C. 6 yds x 34° standard (No. 2) 
and extra moist (No. 2x) 
Dalzoband (3) Zinc Paste and ich 
thammol 2 BPC. 6 yds x i” 
standard (No. 3) and extra moist 
(No. 3x) 
Dalzoband (4) Paste with Urethane 
2 and ichthammo! 2 Drug Tariff 
6 ydsx 
Dalzobard (5) Zinc Paste with 
Urethane 2 and Calamine 5.75 
Drug Tariff 6 yds x 34° 
Dalzoband (6) Zinc Paste with Coa 
Tar 3.0% Drug Tariff 6 yds x 3) 


DALM AS Available on E.C./0 


DALMAS LIMITED, LEICESTER & LONDON . Established 1823 











ted 


7, Aa /‘* SEBODERM 





1 ' ’ 
, (i! CETRIMIDE SHAMPOO 
~ * 
—— a, EBODERM contains 
—> - ; / 7. 1 ‘ etrimide 
‘ ‘ the quaternary 
. au 
‘ ) x r yy nwuen pound 
spe ally re rr 
— a j / mended for treatment 
we on ote on vaguest Brit. Med j. 2 (1% 
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‘MIOTROL-P 


Tablets containing »— Methy! Testosterone 2.5 mg. Ethiny! Ocestradio!l 0.005 mg. 
Phenobarbitone 16.0 mg. (i gr.) 





A synergistic combination of androgen and 
oestrogen with phenobarbitone. 






Specifically designed for control of symptoms associated 
with menopausal disturbances, premenstrual migraine 
and tension, dysmenorrhoea. 










Literature forwarded on request 


an (OXOID) prooucr 


OXO LTD. (Medica! Depr.), THAMES HOUSE, LONDON, E.C.4 


Telephone: CENtral 978! 


ye) 
ia 
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Lastonet surgical 
stockings are always made 
to measure for a perfect fit. 
The lightweight elastic net 
stretches in all directions 
for even support and allows 
air to come in contact with 
the skin. The stockings 
may be prescribed under the 
National Health Scheme. 


LASTONET PRODUCTS LTD, CARN BREA, REDRUTH, CORNWALL @ 
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EFFECTIVE NON-BARBITURATE SEDATION 


Growing recognition of the long-term cumulative tonic 
effects of barbiturates, and the well-known, insidious, 
psychic habituation to their use—matters of consider 
able concern to many Doctors—are now avoidable 
Jangers through the formulation of Noctyno! Tablets 
The latter present 


MEPHENESIN, which, by diminishing refiex hyper 
excitadelity, releving nervous tension and anxiety. and 
promoting muscular relaxation, not only induces the 
composure essential to the onset of sleep, but also 





ge» ensures that the sleep is restful and refreshing 
——__ , CARBROMAL and BROMVALETONE which, by 
synergism, act as effective hypnotics and quickly trans 
te Each tablet contains form the mephenesin-induced sedation to hypnosis 
Mephenesin 200 mg nike the barbiturates. carbromal and bromvaietone 
Carbromal 200 mg are non-tonc and non-cumulative and, as elimination 
Bromvaletone 70 mg Ss comparatively rapid, they rarely give rise to “hang 
Professrona! Somple Ascorbic Acid 3 mg over ‘ and depression 
ond Literoture TY T 
adie mantietite Available in bottles of SO tablets nm smaller doses NOC NOL Tablets act as « 
a non-depressant calmative eminently suitable for 
poquent Prescribable on N.H.S. form E.C.10 daytime sedation 


MOORE MEDICINAL PRODUCTS LTD. 
1, QUEEN'S TERRACE, ABERDEEN © 64, GLOUCESTER PLACE, LONDON, W.I 


L 


Treatment of the Streptococcal Throat 


* PONDETS’ Penicillin are a new and ingenious vehicle 
for local oral penicillin therapy that combine the striking 
advantages of extreme palatability with prolonged action 
Each * Pondet’ contains 5,000 international units of crystal- 
line potassium penicillin-G in a delicious, hard, fruit, toffee- 
like base that completely masks the bitter taste of penicillin 
Because of the nature of their hard base, * Pondets * dissolve 
slowly and uniformly, supplying an uninterrupted high 
concentration of penicillin to infected areas of the oro- 
pharyngeal mucosa 
INDICATED in minor superficial oral infections due to 
penicillin-sensitive organisms ranging from the * Streptococcal 
Throat" to the less common Vincent's infection and recom- 
mended for routine prophylactic use following Tonsillectomy 

Individually wrapped in bottles of 20 


Childres accept ‘ Pondets’ as readily as a sweet, and they are particularly 
usefu! m controlling throat infections in juvenile communities 





*‘Pondets’ PENICILLIN TROCHES (Wyeth) 


Trade Mark 


JOHN WYETH & BROTHER, LTD., CLIFTON HOUSE, EUSTON ROAD. LONDON. NW.) 
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for the \ rapid relief of pain 


The distress caused by the \ in rheumatism and sciatica, the adverse 
piercing, stabbing pains effects of prolonged medication with 
of neura!gia is quickly relieved \ codeine and salicylic therapy are 
by the rapid, smooth, \ eliminated by the inclusion of caffeine and 
analgesic action of HYPON phenolphthalein. HYPON TABLETS are 
TABLETS, enabling the \ already widely prescribed for their 
practitioner to prescribe a safe \ speedy and safe action with the almost 
means of meeting the patient's \ complete elimination of gastric upset 
need. Menstrual pain is also Febrile states are effectively reduced 
effectively alleviated. Where the in conditions such as influenza, 
cause of distress is more chronic, as coryza and tonsillitis. 


» ene: Acid a 

B.P. 40.22%. P. 48 ' , - 

Caffein. B.P. — Coden Phosph. il | Pan 
P. 0.99". 'h hal. B.P. 1. 4 * . 

sa Ext 7 15% (each cables 8 pane | T A BLETS 


PRESCRIBE HYPON TABLETS BY NAME 


CREWE . LONDON 
ng C ALMIC LIMITED 2 Mansfield Street, W1 


Crene Telephone LANgham 8038-9 
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Cheyne-Stokes 
Respiration 


Cardiac failure 


Bronchospasm 


Oedema 


A CLEAR CASE FOR CARDOPHYLIN. IT 18 PRESENTED in tablets, supposi- 
Best known and most widely used of tories, and ampoules for intraven 
the purine derivatives, Cardophylin 
is the one drug which combines four 
methods of treating heart failure. It , FULLY DESCRIPTIVE LITERATURE 
is a respiratory stimulant; it con- ‘4 is available and a Technical In 


us 


and intramuscular administration. 


trols bronchospasm; it increases formation Service is always at 
coronary flow; and it is a diuretic your disposal. 


t 


BENGER 
y WHIFFEN & SONS IMITED and distributed by 


PR 
BENGER LABORATORIES LIMITED- HOLMES CHAPEL. CHESHIRE 
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for essential hypertension 


AN ALLIANCE O/ THE 
CLASSICAL 


AND CONTEMPORARY 


SEOMINAL combines the 
long-established product 
Theominal’ with 

the modern hypotensive 
agent reserpine 

This new preparation 
provides a gradual 

but sustained 
hypotensive action 

with a prompt feeling 

of well-being 
Literature is available 


on request 


bottles of 100 
and SOO tablet 
Trade Mark 


BAYER PRODUCTS LTD. NEVILLE HOUSE, KINGSTON-ON-THAMES, SURREY 


Associcted export compory: WINTHROP PRODUCTS LIMITED 
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FULI 


Elastoplast Bandaging Technique 


in the treatment of 


Leg Ulcers 


Firm compression and support is the primary aim in the treatment 


of leg ulcers with the Elastoplast bandage. 


METHOD 


Having first applied vertical 

strips of Elastoplast to all aspects 
of the leg, covering it from ankle to 
knee, a bandage® is firmly 

applied from the webs of the toes to 
just below the knee, taking the 
turns from within outwards. Turns 
should overlap one another by at 
least half the width of the bandage — 
even a two-thirds overlap in the 
lower third of the leg where extra 
SUPPpOrt Is most needed. 


RESULT Firm elastic support promotes healing of the ulcer by 
expelling adema, assisting the pumping and massaging effects of 
muscular contraction, and by compressing dilated veins. Careful 
bandaging is essential in order to achieve the best results. 

*® 3 inches x 3 yards is the normal width for bandaging purposes. 
Elastoplast elastic adhesive bandages (Porous) B.P.c. are also made 
in 2, 2} and 4 inch widths. Prescribable on Form E.c.10. 


DETAILS FROM SMITH & NEPHEW LTD - WELWYN GARDEN CITY 
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CHLORIDE 


DUNCAN 


Renowned for its stability, absolute purity 
and consistent reliability, ETHYL CHLOR- 
IDE—DUNCAN has, like the Company’s 
other anaesthetics, made the name Duncan, 
Flockhart & Co. Ltd. famous among anaes- 


thetists throughout the world. 


DUNCAN, FLOCKHART «CO. LTD, 


EDINBURGH LONDON 
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VANTAGES O 


are averte 


TETRACYN S.F. caps 


daily adult dose of ea 


peutic dosage of water 


ASCORBIC ACID 300 me 
RIBOFLAVINE 10 me. MENAPHTHONE 2 me. 


vitomn K enologue 


WORLD'S ANTIBIOTICS 


FOLKESTONE 177 
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Formula 


Each Anxine Tabie: 
contains 
Dexamphetamine 
sulphate 25 mg 
Cyclobarbitone 35 mg 
Mephenesin 120 mg 


in anxie ty states 


Anxine Tablets provide comprehensive symptomatic 
treatment of anxiety and 
psychosomatic disorders 


States, psychoneuroses 


by improving mood and increasing confidence, 


by inducing gentle sedation and allaying anxiety 
and 
by securing the optima! degree of muscular 
relaxation. 


Although each of the three components of Anxine 
Tablets, dexamphetamine sulphate, cyclobarbitone 
and mephenesin, makes an important contribution to 
the amelioration of the symptoms of anxiety states, 
none is adequate alone. It is only when they are com- 
bined, in the form of Anxine Tablets, that maximum 
control of symptoms is achieved 


ANXINE 


Available in bottles of 


50 tablets 
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Most peptic ulcer sufferers are apprehensive 
of the night. 

Without the use of narcotics, Roter therapy 
frequently overcomes this distressing fear. 
Roter tablets at once provide reduced acid 

secretion and a protective covering for damaged 
mucous membrane. Healing is thus accelerated 
with the subsequent relief from pain. 
For your chronic gastric and duodenal ulcer 
patients, Roter tablets may well afford a return 
to almost normal living. Literature and a full 
trial supply will be gladly sent on request. 


IN PEPTIC ULCER 


Packings Tin 40, 120, 640 ; 
and dispensing uze, 720 (P.T. Pree 


Prescribable on N.H_S. form E.C10 


F.A.I.R. LABORATORIES LIMITED 
I7T97 HEATH ROAD TWICKENHAM, MIDDLESEX 
Telephone : POPesgrove 2028 
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INFILTRATION ANAESTHESIA de- 
mands a satisfactory spread of 
thetic solution. It is especially 
valuable in the outpatient depart- 

where genera] anaes- 


anaes 


ment in cases 
hesia is contra-indicated 
a CLEAR CASE FOR HYALASB, the 


enzyme hyaluronidase 


HYALASE greatly enhances the 
spread and absorption of the anaes- 
thetic. It can be easily ombined with 
the loca] anaesthetic with or without 
adrenaline, producing a greater area 
of anaesthes yf satisfactory dura- 
tion 

HYALASE can be successfully ap- 
plied whenever infitration anaes- 
thesia is the method of choice 


FULLY-DESCRIPTIVE 
LITERATURE is available 
and a Technical Informa- 
tion Service is always 
at your disposal 


A clear case for HYALASE 


CHESHIR! 


| sEnoeR | 
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TIME AND IRON 








months pregnant; 
entration is low. 
he should not be 
ne is not on her 
lay of up to four 
onse is shown to 
progress there- 
} gh to secure 
al haemos bir lue in the time 
mains 
LEAR CASE FOR ‘IMFERON’, new 
preparatior for intramuscular 
ym. “Imferon’ can be relied upon 
re the haemoglobin concen- 
tration to normal! levels in from 4 
to 7 weeks 
FULLY DESCRIPTIVE LITERATURE is 
available and a Technical Informa- 
tion Service is always at your 


disposal 


BENGER LAI ’ LTD - Ol CHAPEL + CHESHIRE 
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LIL-LETS 


the new vaginal tampon 


without applicator 


A tampon which has been successfully marketed on the Continent 
during the last five years has now become widely accepted in this 
country under the name LIL-LETS 

Following extensive clinical trials, LIL-LETS have won the 
support of leading gynecological opinion. Samples will gladly be 


sent to medical practitioners on request. 


LIL-LETS have these main advantages: 


LIL-LE 
meserting the ampon with the finger absorb sien ter time 


TS need no applicator. By LIL-LETS are highly absorbent. They 
the risk of bruising is eliminated weight 
LIL-LETS assist personal hygiene. At 0 lengthwa 
1/6 for 10 they are so much cheaper than really safe 

tampons that women will LIL-LETS are individually wrapped 
raged to change them often Each tampon is seale nsparent 


carried about and easily 


LILWETS 


NEPHE 
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LUCOZADE provides 
the answer to many problems 


When specific treatment fails to produce the desired 
result it is surprising how often the administration 
of Lucozade will help to tip the balance in favour of 


recovery. Its pleasant nature ensures acceptance 


LUCOZADE «3% 


the sparkling glucose drink V4 
REPLACES LOST ENERGY 


TRYMIACDUOAUL ORLA 


under almost any circumstances. 
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wATEnpRlor 


dressings 


in the 


DALMAS wazerproof dressings provide safe and speedy first-aid 


Doctors 
for all wounds, cuts and common casusities. Self-adhesive, they 


are simple to apply and flex with every movement like a second : 
skin. The special Doctor's Cabinet contains 180 dressings in seven d | n e 
sizes and shapes together with a spool! of Dalmas Scrapping Fully 

descriptive literature will be sent on request 

Cabinets |6/8 each Complete Refills 14/10 each 


DALMAS LIMITED, LEICESTER & LONDON Established 1623 
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A New 
ASTHMA 


SPEEDY AND LONG LASTING 
ACTION COMBINED 


The “two-phase” therapy provided by ISO-BRONCHISAN sets new 
standards of efficiency in asthma control. Outer layer of the tablets consists 
of Isopropyl-Nor-Adrenaline—a potent bronchodilator well absorbed by the 
sublingual route. When the tablet is placed under the tongue, this layer 
dissolves and symptoms are promptly relieved. Swallowing of the tablet’s 
nucleus presents its content of Ephedrine and Theophylline for slow absorption 
by the alimentary route—so maintaining and prolonging the antispasmodic 
action on the bronchial smooth muscle. 

Bech tablet contains Isopropyl - Nor- Adren- 
aline (lsoprenaline eS +, Ephedrine 


hydrochior gr. 2/5; heophyliine gr. 2. In 
IMMEDIATE RELIEF tubes of 20 tablets and bottles of 100 teblew 


o—™ 
\ 
iSO - BRONCHISAN 


Prescribable on Form B.C. to 











Silten Limited Silten House + Hatfield + Herts England 
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Cats 
have 
nine 
lives... 


BISMUTH RESEARCH 


DEPARTMENT 


Mining & Chemical Products Ltd. 86 Strand, London, W.C.2. Phone: Temole Bar 651! 
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VARICOSE VEIN 
SURGERY 


Rowden Foote’s Retractor 
with solid blade 

Myers Vein Stripper, 36 
spiral wire with #° or 4 
diameter acorn head. (Vide 
“Varicose Veins" 2nd edi- 
tion, 1954). Also double- 
ended mode! with two de- 
tachable screw-on heads, as 
used by Mr. R. Rowden 
Foote. Now available 
Dickson Wright's Retra 
tor with stainless steel wire 
blade 

Rowden Foote's self-retain 
ing retractor 

Enquiries welcomed for these and 


other types of Surgica struments 


JOHN BELL & CROYDEN, Wigmore St., London, W.! 


Telephone: WELbeck 5555 Telegrams: instruments, Wesdo, London 


MAKERS OF SURGEONS’ INSTRUMENTS AND HOSPITAL EQUIPMENT 





oo ~,= 7 WRIGHT'S 


Toilet, Bath 


nd Nursery J COAL TAR 
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SOAP 
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Is it wise ? 


In selecting a sedative for the mentally taut patient the 
safety factor must enter largely into the physician’s 
consideration. 


oli . } b 1 | 
f Atk UV, dail a al 
A highly concentrated yet palatable preparation of valer- 
ian that has amply proved its clinical value in restoring 
mental tranquillity and providing a safe gentle non 
habit-forming sedation in the neuroses. 





May be prescribed upon an E.C.10 
Details and clinical trial supply available from the distributors 


| 11-12 Guilford Stree 
Qa Lonpon wel 














Traditional 
and international 


These eleven shapes of surgical blade 
have become traditional — and inter- 
national. Hospitals all over the world 
send to Sheffield for ever increasing 
supplies; so the model factory built to 
produce Swann-Morton blades is 
always expanding. But, however great 
the pressure of orders, there is never 
any relaxation of the individual care 
given to each individual blade 


SURGICAL BLADES AND HANDLES 
3 TYPES OF HANDLE ° Il TRADITIONAL SHAPES OF BLADE 


Order from your usual wholesaler 


W. & SWANN 6 CO.LTO : SHEFFIELD 6 ENG LONDON OFFICE: £3 UXBRIDGERD LONDON WS 
nee 
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Iwo similar drugs given together m half the 
usual dose may have a greater combined effect than 


a full dose of either alone. The formula of Vegan 


is based on this principle. The «mall doses of phenacetu 


and acetyisalicvhe amd combined, have a greater efte« 
than would a single dose (twice a 
used sing! These two drugs 
codein produce analgesia 


lowering abnormal 


ond 20 
nang 
and 500 
ld 


se BVEGANIN 


No Warner preperation haa ever 


wen advertiacd to the pulls 


wi Au a x LTD 
Power Road, London, W.4 
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(methane :ulphonate { dihydroerg rnine, dihydr 


ristine and dihydroergokryptine in equa art 


Hydergine exerts its beneficial effects on several 
of the mechanisms governing the flow of blood 
in the extremities 


It reduces vascular tone by a direct action on 
the vasomotor centre in the brain stem 

It exerts a peripheral adreno-sympathicolytic 
action resulting in vasodilatation and the 
protection of the vessels from vasoconstrictor 
stimuli such as cold, pain or excitement 


It inhibits proprioceptive pressure-sensitive 


reflexes and thus prevents reflex vasoconstriction 


As a result, Hydergine suppresses vascular 
spasm in peripheral vascular disorders of a 
functional nature and restores normal blood 
flow. In disorders involving organic changes 

of the arteries, or in thrombosis or embolism 
reflex spasm is prevented or relieved, the 
collateral vessels are dilated and the blood supply 
to the affected limb is greatly increased 


HYDERGINE is available in the form of 
sublingual tablets (0.25 mg.) and ampoules (0.3 mg.) 


A 


SANDOZ 


Literature and samples are available on reques! 


SANDOZ PRODUCTS LIMITED 


i334 Wigmore Street, Lendoa, W.!I 
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HYPERHIDROSIS 


Bromidrosis and Tinea Pedis... . 


(I PAZCEE 


Paraforma'dehyde 3 


Favourable reports received from the Meuical profession indicate 
success in acute and chronic cases. The Vaporisers have been 
found to completely control the excessive perspiration. The 
simplicity of the treatment commends itself to the patient as a 
welcome release from the tedium of formaldehyde foot baths and 
constant changing of hose Descriptive literature and sample pair 


for test supplied on request. (Please state shoe size ) 


HINDERS LTD., 174-192, Estcourt Road, London, $.W.é4. Established 1919 


ye 
(Sodium Bismuthy/ltartrate for Injection) 


— is a SAFE form of therapy 


Indicated in the treatment of all forms of 
rheumatoid arthritis and Still's disease and in 
some cases of infective arthritis and fibrositis 


Literature available on request 


Cc. J. HEWLETT & SON, LTD., 
KING GEORGE'S AVENUE - WATFORD, HERTS 


Telephone : WATFORD 776 


S ’ . tert eupeu RE | 
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SLEEP 


WITHOUT AFTER-EFFECTS 














ETHOBRAL is the new Triple Barbiturate 
combination whose selective elimination re- 


duces unwanted after-effects to the inconse- 


quential minimum. Your patient will sleep 


rapidly and soundly for 7-8 hours, awaking 
refreshed in body and incisive in mind. Ethobral 
Triple Barbiturate Tablets are available in 
containers of 20, each tablet containing Quinal- 
barbitone 50 mg., Butobarbitone 30 mg., and 


Phenobarbitone 50 mg. 


‘Ethobral’ TRIPLE BARBITURATE TABLETS 


ROTHER LIMITED, CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W 


THE MILD VASODILATOR FOR THE SAFE LONG-TERM TREATMENT 
OF PERIPHERAL VASCULAR DISEASES, FREE FROM SIDE EFFECTS 


@ Ulcers of the Leg @ Raynaud's Phenomena 
@ Diabetic Gangrene @® Buerger’s Disease @® Nocturna! Cramps 
@ Spastic Conditions @ Ischaemia of the Feet 
@ Post-Phiebitic Syndrome @ Intermittent Claudication 
@ Chilblains 


Literature 
British Encyclopaedia of Medical Practic:.”’ 1952, Volum: II, page 
Angiology 1953. Volume 4, pp. 103-111 
Medical Press,"" 1954, 231 (8), 174 
Pacdiatrics for the Practitioner,”” 1955, Vol. 111, Chapter 135, pp. 583.592 
Packs: Bottles of 20, 50, and 250 Tablets 
Prescribable on E.C. 10 in the U.K 


Patents applied for in all countries, U.K. Patent No. 70 


Made under Licence from N. V. Koninklijke Pharmaceutische Fabrieken v/h Brocades-Stheeman & 
Pharmacia, Amsterdam 


by CAMDEN CHEMICAL CO. LTD: 
61 Gray's Inn Read, London, W.C.1 


Cyclospasmo! is distributed in Eire by Messrs. Dominick A. Dolan, Bolton Street, Dublin 
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The 
The services of the hydrophili colloids 


Paeratesevel as bulk laxatives have in the past 


been largely lost to medicine owing 

to their unpalatable nature, We are 

Sadelsesian pleased to announce that it has been 
possil le to make available one of the 

. most useful of them, Sterculia B.P.C., 

of in a pharmaceutic ally elegant and palat 

» ab torm as APERIGRAN Aperient 

Granules. Sterculia B.P.C. is a com 

constipation aa 
passing through the alimentary canal 

unabsorbed, promotes pe stalsis by 

gentle distension of the mer It 

ensures a & consistency to the 

bowel content r all « litions 

APER 

il ril tal 


IGRAN tains salts, mineral 


INDICATIONS Constipation, dyschezia, haemorrh 


condition n colitis and diarrhoea APERIGRAN afford 
ifort of a formed motion. APERIGRAN prever 
hard scybalous { i rs | 
is not complicated 
is well suited to ensure a comfortable bowel action i 
APERIGRAN is a Category 3/4 medicine and is 
freely available on Form E.C.10. 
BASIC W.H.S. COST of the 4}-oz. bottle is 2/6d. 
5-iIb. tins costing 30/- are available 


Clinical samples and literature on request. 


APERIGRAN 


TRADE MARE 


Prepared by 


FLETCHER, FLETC 


Mor acturir her 


q - 4 


CO.,LTD., LONDON, WN. 


7 
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Whenever the diet is faulty, 
the appetite poor, 
or the loss of food is 


excessive 


through 


vomiting 


diarrhoea 


** Valentine’s 
MEAT JUICE 


- 
f 4 Pure Concentrated 
Extract of Beef 


AGolescen.e 
stimulates the appetite 
Sd, increases the flow of 
digestive juices, 
ae provides protective 
= quantities of potassium, 


in a palatable and readily 


assimilated form 


Debihtaung - 7 

sastrointegupal - i 

condinons “Wh Post-operatively 
>> 


Y 


~ 


= 


VALENTINE Company Inc. 


RICHMOND 9, VIRGINIA, U.S.A 


Dosage is | teaspoonful tw 











You should 


bank with the 


Westminster 





Westminster Bank Limited 
Head Office: 41 Lothbury 
London, E.C.2 














Let your money earn 
maximum interest 
with security 


STATE 


BUILDING SOCIETY 


( Established 1931) 
@ Assets exceed 
£2, 500,000 
@ Easy withdrawals 
® Income tax borne by 


taal 
® Any amount accepted 
up to £5,000 
®@ No depreciation re) 
Per Full Particulars apply 1o:— | 
T | 


the society 
he Secretary 
Inte-est of 


i Share 

STATE BUILDING SOCIETY, FREE OF TAX 
Equal to £6 
a e 
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Drip therapy 


without 


a tube 


In the past, the successful treatment of many cases of peptic 
ulceration demanded hospital conditions. Now, by means of 
Nulacin Tablets, it is possible to control gastric hyperacidity 
without any inconvenience to the patient. By using Nulacin 
Tablets as directed, an ambulant patient can obtain all the 
advantages of intragastric milk-alkali drip therapy 


INDICATIONS 
NULACIN tablets are indicated wher 
the gastric contents is required ! 
peptic ulcer, gastritis, gastric hypera 
Beginning half-an-hour 
t » 2 9 2! H should be placed in the 


4 en ee slowly. During the stawe of 


SULACI® 
er S08 : an hour may be requir 
i at Se Se GS er . . 
ta . Suggested Gosage IS One 

mood +} a oe NULACIN tablets 
eee | ro : oe 3 J : no B.P. equivalent, and 

’ 7 : . 
= ooh ly t4 | ae 8 } dispensing pack of 25 t 
AY Ab jaliiamiaiiete te 2 
m= \cneen 0 pharmacists is 1 
ts- <1 i iJ NULACIN tablets are prepared 
bined with dextrins and maltose, at 


' 
= ae pod 


« 


GASTRIC ANALYSIS Sa 
: s | = =. ons Trisilicate 3 
: - Carbonate 2.0 grs.; Magnesium 

Menth. Pip q.s 


ers.: Magnes 


NULACIN 
BIBLIOGRAPHY the B } 


Mevtica 


HORLICKS LIMITED 


Pi armaceéul 7 D or 
OU Buck 
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Mothers are grateful 
when you advise 
canned strained foods 


When you recommend a varied diet for baby 
based on Heinz Strained Foods, you recom- 
mend a diet which even the busiest mothers 
can follow. And baby will benefit not only 
from the nourishment of these foods, but 
also from be« oming accustomed to a variety 
of flavours at an early age. 

And another point is this. It is often 
impossible for a mother to make foods as 
nourishing as Heinz. Heinz have the advan- 
tage of buying farm-fresh fruits and veg- 
etables and also of having cooking and 
straining equipment that keeps the maximum 
amount of goodness in the foods. 

Fora FREE booklet which gives the exact 
nutrient values of all 19 varieties of Heinz 
Strained Foods, please write to Dept. 7P, 


H. J. Heinz Company Ltd., London, N.W.10. 


“‘H EINZ Strained Foods 


SOUPS MEAT BROTHS VEGETABLES SWEETS CEREAL 


PRAC 


TITIONER 





Some of my 
own treatment, eh? 
Thank you, nurse 


sleep sweeter 


Bourn-vila 


Made by Cadburys 


INCREASED 
SHARE 
INTEREST 


RATE 3 / 
0 


HASTINGS and THANET 


, > . . > , 
BUILDING SOCIETY 
Any amount from £1 to £5,000 may be 
Income Tax is borne by the Society a 
dividend compares with a gross yield 4 
Si where the investor is liable t 

full standard rate There is no dep 

capital aid excellent withdrawa 

available 


details 


Please call or write for fu 
Profitable Investment 


mur booklet 


Hastings and Thanet 


BUILDING SOCIETY 


Established ower 100 yeors Assets £18,000 OO 


29-31 Havelock R¢é., Hastings 46 Queen St, Ramsgate 

99 Baker St.. London, W.i 4! Catherine Sc. Salisbury 

3-4 Cecil Sc... Margate 4 Sc. George's Place, Cancterb 

41 Fishergate, Preston 88 Mosley Screet, Manchester. 2 
Itt New Sereet, Birmingham, 2 
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ira as he Chinese 


Mew. The apex is sat on fore, 
wi ra a 0 


ng of Le tp 
or oe aot hee” 


Effective 


The application of heat, though for- topical application of heat, with no 
by less brutal methods, is more effort than that required to rub 
extensively used in the treatment of ihis smooth clean histamine cream 
non-articular rheumatism in physical lightly into the skin 

ne to-day, for this counter- ‘ 
ritamt practice is based upon firm 
physiological foundations 


ately 


i’ is non-greasy, will nol stain 

or damage clothes, has no objectionable 

odour and is harmless t he most 
ALGIPAN Balm effectively reproduces sensitive skin 

he vascular reaction common to the — -——— 


Algipan is available in 40 G. tubes 
Convenient for the ambulant patient) 


‘Algipan’ 
Rd saad | BALM 


JOHN WYETH A BROTHER LIMITED 
Clifton House, Euston Rd.. London, N.W 1 
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For the jaded 


Invest in ee f 


/ FREE 
ey o INTEREST 


Equals to almost 5}°., gross 
Has been consistently paid 
to all our investors. They also 
enjoy absolute security, day to 
day interest, immediate cash 
withdrawals and have no 
charges whatever to pay 
New Investments can y- IW be 

ac — = A to 900 


Write to Dept. 26 f 


THE LION BUILDING SOCIETY 
CHISLEHURST, KENT relcprone impes 





so light... Foremost among 
so tempting... the tonic restoratives 


so much food value 
Vitamin By Liq. Extract of Malt, 


; littl b ] the Glycerophosphates of iron, Magnesium and 
in so I e u Potassium, and Pepsin, together with Strychnine 
Hydrochloride 1/200 grain in each fluid drachr 
It is indicated in devitalized conditions as it improve s 
oa eae —_ appetite and incrcases mental and physica! activity 
THIS (S THE ANALYSIS Available in 4-02; Boe 16-02; cn. and 
: - 80-02. bottles 


is: ; 8 |CTOMALIX 9 





re 


jae: FERRIS & COLTD 


* af charge, please send us your 
BRISTOL 


idreas. ( Block letters please.) 


gram 


MICVITIE & PRICE LTO: EDINGURGH LONDON - MAKCHESTER 
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DISCRIMINATE use of nasal 
ey decongestants for the symptomatic 
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Benylin* Expectorant offers 
prompt relief from the irritation 
of bronchitis and other respira- 
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Ovaltine 
in antenatal and postnatal care 


THE INCREASED NUTRITIONAL DEMANDS arising during the latter half 
of pregnancy and the ensuing period of lactation, call for a general fortificatic 
of the patient's diet 


‘Ovaltine” is eminently suitable as an aid in meeting this need 
because it provides concentrated nourishment in a palatable and easily 


assimilated form It is acceptable to the most capricious appetite 
such as often occurs in pregnancy 


Ovaltine” possesses galactogogue properties It also aids 
in Maintaining the strength and general well-being of the nursing mother 


The high quality of its natural ingredients — malt, milk, cocoa 
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Free to breathe again .. most cases of 
bronchial asthma respond excellently to ‘ Neo-Epinine’. More 
effective than adrenaline as a bronchodilator, it has the 
further advantage that it is relatively free from side-effects 
Rapid relief follows the oral inhalation of * Neo-Epinine ’ 
No. | Spray Solution, a one per cent preparation of isopren- 
aline sulphate, * Neo-Epinine ’ sublingual products, 20 mgm.., 
act within 5-10 minutes. For the more stubborn case 
* Neo-Epinine " No. 2 Compound Spray Solution is advised 
because it has a more powerful and sustained effect ; this 
product contains | per cent of isoprenaline sulphate, 2 per 
cent of papaverine hydrochloride and 0°2 per cent of atropine 
methonitrate. 
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‘PERIPHERAL vascular disease’, the subject of our symposium this month, 
has come to occupy an increasingly important place in clinical practice 
This is the result partly of the ageing of the population, and 

The partly of a better understanding of the processes involved 
Symposium One of the most important advances of recent years has 
been the result of the intensive investigation of athero- 














sclerosis, or atheroma as it used to be known, which has been under way 
during the last decade. Prominent among those investigating this problem 
has been Professor J. B. Duguid, and his opening article on ‘the etiology 
of atherosclerosis’ is a masterly summary of the present state of our 
knowledge. The other noteworthy advance has been in the surgical treat- 
ment of aneurysms, which is reviewed by Professor Charles Rob, whose 
department at St. Mary’s Hospital has achieved an international reputation 
for the outstanding contributions it has made to this subject. Amid all 
these advances the practitioner is still faced with the daily problem of the 
patient with varicose veins, varicose eczema, incipient gangrene, chronic 
obliterative arterial disease, or thrombophlebitis. Each of these problems is 
dealt with in the symposium, with the stress laid upon the practical aspects 
which are of such paramount importance to the man in practice. We would 


particularly commend to the practitioner’s attention Mr. lan Fraser's 
authoritative review of ‘the treatment of varicose veins’. ‘To some this may 
make depressing reading, but there will be few experienced surgeons who 
will not agree with his conclusion that ‘treatment must be given with 


humility, for the results are still in many cases disappointing and, unfor- 
tunately, no reliable cure is available’. 


Wuen the Royal College of Physicians raps the knuckles of the General 
Medical Council on the subject of the medical curriculum there is indeed 
hope that something may at long last be done to rectify a state 

The of affairs which is threatening to undermine the prestige of 
College British medicine. The rebuke, for rebuke it is, even though the 
and the denizens of Pall Mall East couch it in traditionally courteous 
G.M.C. language, is contained in a report of the College's medical 
teaching committee which has been accepted by the Comitia 

(The Lancet, 1955, ii, 132). The criticism of the College is that ‘the General 
Medical Council’s “Recommendations” have come to have the force of 
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regulations ; the curriculum of every school is governed by the rigid examina- 
tion system . . . In the course of years the General Medical Council’s 
restriction on the diversity, freedom, and responsibility of medical schools 
has gone far beyond “‘matters of general importance, such as the duration of 
study and the age at which the student should be permitted to practise” 
[which was the original brief of the Council] ; and there is now strong reason 
for wishing to see this restriction lessened by a reduction in the scope and 
precision of their instructions’. 

In its report, which is the most outstanding and practical contribution 
to the subject yet published, the College indicates the lines upon which 
reform of the curriculum is indicated. Unlike so many of the comparable 
reports with which we have been inundated during the last decade, each of 
the changes is practical and could be carried out immediately. It is then 
pointed out that ‘the reforms needed to effect these changes can be deter- 
mined only by experiment in medical schools for which the current 
“Recommendations” of the General Medical Council allow little scope’ 
The opportunity for experiment is particularly favourable in this country 
because of the ‘many smallish schools serving diverse populations, in 
which variations in the curriculum could be tested in a responsible way’. In 
the opinion of the College, ‘if the Council saw fit to substitute for these 
detailed recommendations a broad statement of education objectives they 
could give a valuable lead to the schools, which would be encouraged to 
study their problems afresh’. It is sincerely to be hoped that the General 
Medical Council will accept this sage advice from the senior College, and 
thus lend their powerful influence to the immediate carrying into practice 
of reforms that are long overdue. The College report quotes an American 
observer as saying that in the past ten years no country has produced so 
many wise reports on the improvement of medical education as Great 
Britain, and no country had done so little about it. This welcome report of 
the College at last gives the opportunity for action to be taken forthwith 


‘THE perennial problem of how much to tell the patient with an incurable or 
fatal disease provides one of the most delicate touchstones of the good 
physician. It is one of those problems which the individual 

Should practitioner must solve for himself, and no hard and fast rules can 
the be laid down which are applicable in every case. On the other 
Doctor hand, the wise clinician is always glad to avail himself of advice 
Tell? on a decision upon which so much may hinge. It is for this reason 
that many practitioners will take the opportunity of reading 

‘Should the Patient Know the Truth?’, edited by Samuel Standard, M.D., 
and Helmuth Nathan, M.D. (Springer Publishing Co., price 22s.), in which 
twenty-four American doctors, nurses, clergymen and lawyers give their 
views on this vexed problem. There may be nothing new in this book, but 
it does provide a cross-section of current opinion in the United States, which 
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cannot fail to be of interest and value to the thoughtful practitioner. 

The views expressed range from the uncompromising “To fail to tell 
patients they have cancer is as archaic and outmoded as Victorianism’ of 
Professor Wangensteen, to the more moderate opinion of Dr. I. Snapper 
that ‘there are many instances when the patient should not be told that he 
is suffering from a very serious, possibly incurable, disease’. This last 
opinion is shared by that sage New York surgeon, Henry W. Cave: ‘I am 
convinced that not to know the truth will cause the least mental anguish 
to many patients and that a surgeon may have to carry out deception, no 
matter how distasteful this may be to him’. This is probably more 
representative of current thought and opinion in this country than Professor 
Wangensteen’s suggestion of revealing the blunt truth, and there will be 
general agreement over here with Dr. Paul White when he says that ‘life 
is sweet for most persons and not easily given up . . . ‘To instil optimism and 
a cheerful outlook on physical ills is very helpful both in treatment and in 
prognosis’. In the end, however, everything depends upon the personality 
and judgment of the doctor. It was C. J. Gavey, in his essay on “The 
Management of the Hopeless Case’, who aptly applied to the doctor in this 
quandary the quotation from Marcus Aurelius: “Thou must be like a 
promontory of the sea, against which, though the waves beat continually, 
yet it both itself stands and about it are those swelling waves stilled and 
quieted’. In dealing with these difficult cases the practitioner will not go far 
wrong if he remembers the advice of Sir Frederick Treves: ‘In the face of 
misfortune it is merciless to blot out hope. That meagre hope, although it 
may be but a will-o’-the-wisp, is still a glimmer of light in the gathering 
gloom’. 


‘ALMOsT as sharply as the menace of the plague passed three centuries ago, 
the menace of infection, as a whole, has been reduced so much so that 
one is tempted to wonder if they [the last few decades] mark 
The End the end of an epoch in the history of the country’s health’ 
ofan With this challenging statement, D. Thomson (Monthly Bull 
Epoch? Minist. Hith (Lond.), 1955, 14, 16) introduces a fascinating 
history of the major epidemics in this country, under the title 
of “The Ebb and Flow of Infection’. His facts are certainly impressive. For 
instance, in 1953, only 4 per cent. of all deaths in England and Wales were 
due to infective disease, and about half of these were due to tuberculosis, a 
seventh of the remainder to syphilis, and the acute infections were responsi- 
ble for only 1.7 per cent. of deaths. This is in ‘sharp contrast’ to last century 
In 1853, for instance, 37 per cent. of all deaths were ascribed to infective 
disease. In 1878, this figure was still 32 per cent. By 1903 it was down to 
23 per cent., but in 1928 it was still 13 per cent. This improvement has been 
particularly noticeable in children. In 1953, the acute infections—smallpox, 
diphtheria, scarlet fever, enteric fever, measles and whooping-cough 
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accounted for only 495 child deaths (50 per million), compared with 32,817 
(3,125 per million) in 1901. 

Is this a permanent recession, however, or merely an ebb preceding 
another flow? As Dr. Thomson reminds us, the study of the ebb and flow 
of infection has interested medical men since the days of Hippocrates. So 
far as this country is concerned, Dr. Thomson points out that ‘the epidemio- 
logical pattern has been in a constant state of flux, and it seems likely that 
the prevailing infections have not always been with us, nor have they 
existed in their present form for so very long’. He rightly ends his brilliant 
essay on a note of caution: “The responsible pathogens have undergone 
evolutionary changes, and some, of little present significance, may yet enter 
phases of great virulence, or deadly varieties may arise from the vastly 
greater number of viruses and bacteria which have not yet displayed 


pathogenic properties. Could we but 


look into the seeds of time, 
And say which grain will grow and which will not” ’ 
There is every reason for satisfaction, but none for complacency, in the 
present state of control of the infective diseases. Here, as in so many other 
spheres of life, the price of freedom is eternal vigilance. 


l'‘o many the death of Lord Horder, on August 13, will mark the end of an 
era. He was one of the last survivors of a generation of general consultants 
who, strongly imbibed with the Sydenham tradition, raised the 

Lord prestige of British medicine to a level which was the envy and 
Horder admiration of physicians throughout the world. Above all he 
was an individualist, and his gallant rearguard action against 

the deadening influence of totalitarianism in the modern welfare state will 
go down to history as one of the outstanding episodes in the history of 
medicine in these Islands. He was a ‘bonny fechter’, with a gift for the 
epigrammatic phrase which could epitomize a fundamental truth in a few 
words. Paradoxically, and most annoyingly to the bureaucratic mind for which 
everything must fit into a system, although the most outspoken protagonist 
of private practice, he was always a strong advocate of the claims of public 
health, and never ceased to emphasize the necessity for providing the 
citizen with the facilities to live a well-nourished life in good housing 
conditions in a clean and healthy atmosphere. He had been a regular 
contributor to The Practitioner for over fifty years, and his last article in our 
pages—~“The Mauve Lady’ which was published in our February issue this 
year—was the last article he published before his death. To the end he 
retained his intense interest in life, his shrewd clinical acumen and his love 
of good company. British medicine is the poorer for the passing of a great 
clinician, but in mourning his loss we can console ourselves by recalling all 
that he has done for the profession and the country which he served so long 


and so well. 





THE ETIOLOGY OF 
ATHEROSCLEROSIS 


By J. B. DUGUID, M.D 


Professor of Pathology, University of Durham 


Discussions on the etiology of atherosclerosis, or atheroma as it used to be 
called, have followed much the same pattern for the last half century 
Writers have differed somewhat in their views as to the exact nature of the 
condition, but practically all have agreed in regarding it as a change in the 
tissues of the vessel walls, so that attention has been directed mainly to 
factors calculated to act upon these tissues. Recently, however, a new 
approach to the problem has been provided by the thrombosis hypothesis 
According to this, some atherosclerotic lesions are viewed as altered mural 
thrombi and, since thrombosis is to some extent a hematological problem, a 
new field for investigation is presented. The purpose of this communication 
is not to review the etiology of atherosclerosis as a whole, but merely 
to explain the thrombosis hypothesis and show how it affects etiological 
considerations 

Atherosclerosis, although an extremely variable condition, is characterized 
by two essential features—fatty change and fibrous thickening of the 
intima—and in considering its pathogenesis the two are usually taken to be 
interdependent. At one time it was thought that the fibrous thickening was 
the primary process and the fatty change a result of it. This later gave place 
to the opposite view, in which the fatty change was taken as primary, 
representing an infiltration of fats from the blood, whilst the fibrous thicken- 
ing was regarded as a reactive overgrowth of the connective tissue induced 
by the presence of the fats. Until recently this has been the orthodox 


conception and, since fatty infiltrations are thought to be associated with 


disorders of metabolism, attention has been directed largely to this aspect of 
the problem, the dietary intake of fats being the subject of special inquiry 


rHE DIET HYPOTHESIS 

Feeding rabbits on cholesterol-rich diets results in the development of 
atheroma-like lesions in their arteries. These experiments have shown that 
an excess of lipoids in the blood may lead to fatty deposits in the arterial 
walls, and it seems possible that the same may account for fatty changes in 
human arteries. Consequently, some authorities have attempted to show 
that the incidence of atherosclerosis in man coincides with an excessive 
intake of fats associated with a high standard of living, but the evidence is 
unconvincing. Fatty changes in the arteries are almost universal in adults, 
and the most striking examples are sometimes found in those who have been 
ill-nourished, so that it is hard to believe that the amount of fats in the diet 
is the determining factor. 


September 1955. Vol. 175 (241) 
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THE THROMBOSIS HYPOTHESIS 

An entirely different conception of the pathogenesis has been provided by 
the demonstration that a significant proportion of the lesions classified as 
atherosclerosis are in reality 
altered thrombi. When a 
mural thrombus forms in an 
artery it becomes covered with 
endothelium and thus incor- 
porated in the vessel wall, so 
that when it is subsequently 
organized it forms a fibrous 
thickening of the intima. In 
most instances, before organi- 
zation is completed, fatty 
changes make their appear- 
ance, sometimes with soften- 
ing and ulceration, and even’ Fic. 1.—Recent mural thrombus in lumen of 

7 . coronary artery. The thrombus is mostly 
calcification, so that all the composed of fibrin which stains darker than 
features of atherosclerosis may the rest of the tissues (Hamalum x 60) 
be produced. ‘The accompany- 
ing microphotographs (fig. 1 to 4) show the successive stages in the conver- 
sion of mural thrombi to atherosclerotic plaques, and it will be noted that 
the thrombi become so altered in the process as to be practically unrecog- 
nizable as such. 

In histological surveys of the aorta and coronary arteries (Duguid, 1946, 
1948) it has been found that arterial thrombosis is much commoner than 
has generally been supposed. Large thrombi, such as those which occlude 
the coronary arteries and cause sudden death, are well recognized but the 
smaller ones, many consisting of no more than thin layers of fibrin (fig. 5), 
are still for the most part overlooked. Nevertheless they are common 
enough and, once established, they become incorporated in the vessel walls 
and form thickenings which are identical with atherosclerosis. 

In these lesions we see how arterial thickening can be brought about by 
a process which is almost the reverse of what we have been taught to 
imagine. Instead of an overgrowth of fibrous tissue gradually increasing 
the thickness of the vessel wall, we have the sudden addition of a mass of 
fibrin so that the thickening is immediate. Moreover, since the mass is 
greatest when it is newly formed, and tends to shrink as it becomes organized, 
the thickening is at its maximum from the start and later diminishes, so 
that the individual lesions are regressive processes. As mural thrombosis 
is a recurring phenomenon, however, with successive fibrin deposits 
heaped one on top of another (fig. 6), the thickenings are actually cumulative. 

The thrombosis hypothesis has now been confirmed by a number of 
observers, including Harrison (1948), Geiringer (1951), Crawford and 
Levene (1952), Heard (1952) and McLetchie (1952). Unorthodox though it 
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may seem it is not an entirely new conception. More than a hundred years ago 
Rokitansky described atheroma of the aorta as the product of a fibrinous 
deposit on the internal surface of the vessel, the fibrin later undergoing a 
fatty metamorphosis. Unfor- 
tunately Rokitansky’s teaching 
was eclipsed by the ‘cellular 
theory’, according to which 
all new formations of tissue 
were held to be products of 
cellular growth and from 
then onwards all _ intimal 
thickenings were regarded as 
overgrowths of connective 


tissues. 


FATTY CHANGES 





Fic. 2 Mural thrombus in coronary artery. The It may seem hard to believe 


thrombus, mostly composed of fibrin, is cover that mural thrombi could 
ed by a layer of endothelium so that it is incor . 

porated in the vessel wall. The capillaries and have remained so long un- 
strands of connective tissue seen penetrating recognized, but that they did 
the deeper layers represent early organization : 
(Hamalum 42) 





so was due largely to the 
presence of fatty changes 
We have not been taught to associate such changes with thrombosis, 
and when present in large amounts they tend to dominate the 
picture and obscure other histological features. The fats are no doubt 
breakdown products of some 
of the elements of the blood 
in the thrombi, chiefly the 
red corpuscles, since it is in 
red thrombi that they appear 
in largest amounts. That they 
are a feature of mural throm- 
bi should not surprise us 
since, although it is not 
generally recognized, they are 
an almost constant feature of 
endocardial vegetations, which 
, are acknowledged to be throm- 

Fic. 3.—Partially organized thrombus in wall of , : . 
coronary artery. Most of it is converted into DOtic in origin. It is interesting 


fibrous tissue, but the darker patches nearthe to note, incidentally, that the 
surface are remnants of unchanged fibrin - 
(Hemalum 16) 





valvular thickenings in chronic 
endocarditis were shown by 
Magarey (1951) to arise by exactly the same process as that described 
above: namely the deposition of fibrin on the endocardial surface with 





subsequent organization. 
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The thrombosis hypothesis is therefore not an out of the way notion 
but, as applied to the pathogenesis of atherosclerosis, it is revolutionary 
because it introduces factors which have not hitherto been taken into account 
in etiological discussions. In con- 
sidering causes we must now 
include thrombosis and the 
various factors related to blood 
coagulation, although it is not 
suggested that all atherosclerotic 
lesions are thrombotic in origin. 


THE DUAL NATURE OF 
ATHEROSCLEROSIS 
There are at least two forms of 
intimal fatty change in human Le goer danse ane pA wmerene a 


arteries that cannot be attributed with a focus of fatty change in its deeper 
to thrombosis: (i) the well- layers (Sudan and haemalum 10). This 

. and the three foregoing sections were chosen 
known superficial fatty streaking because in them the fatty changes are min 
imal and do not unduly obscure the genera 
formation 


‘ 


commonly seen in the aortas of 


young subjects; (ii) the rare 

disease known as familial hypercholesteremia. In both these conditions 
lipoid deposits, similar to the cholesterol lesions in rabbits, are to be found 
in the intima but, since they are usually devoid of fibrosis, they cannot 


rightly be called atherosclerosis. This does not mean, however, that they 


are unrelated to that condition. The cholesterol lesions in rabbits are usually 
devoid of fibrosis in the early stages, but commonly lead to fibrous thicken- 
ings if the rabbits are allowed to survive long enough, and it is probable 
that fatty streaking in man may do the same. There may thus be two forms 
of atherosclerosis: one arising from thrombosis, and the other from a primary 
fatty infiltration, so that we have probably been oversimplifying matters 
when we regarded the condition as a specific disease depending upon one 
particular set of factors. If this is so it is of little use discussing the etiology 
until we know to which form of atherosclerosis we are referring, and some 
means must be found of distinguishing the thrombotic lesions from the rest 

Unfortunately, most of the post-mortem atherosclerotic lesions are of 
many years’ standing, and have undergone a succession of changes, as shown 
in fig. 1 to 4, which obscure their mode of origin, so that there is no direct 
means of distinguishing the different types, but there is one feature, narrow- 
ing of the arteries, which sometimes persists, and this provides a clue 


rHE NARROWING OF ARTERIES IN ATHEROSCLEROSIS 
The narrowing of arteries in atherosclerosis is a feature which has puzzled 
observers for many years. It may seem easy, when one looks at sections of 
a diseased artery, with its thickened intima bulging into the lumen (fig. 4) 
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to think of an overgrowth gradually encroaching on the blood stream and 
narrowing it, but in arterial pathology appearances cannot always be taken 
at their face value. In interpreting lesions of this kind functional activity 
has to be taken into account, and 
this involves certain theoretical 
considerations which it may 
not be out of place to discuss 
here. The arteries are elastic 
tubes supporting a high internal 
pressure of blood which is con- 
stantly pulsating and tending 
to expand their walls. That they 
are able to withstand the inces- 
sant pounding a hundred thou- 
sand times a day, year after 
year, without being progress- 





Fic. s Small, recent mural thrombus on an ively distended betokens a 
area of fatty change in a coronary artery . 
The dark spots in the intima are fat-laden remarkable resilience which 


any pathological change would 
be bound to destroy. Even 


cells (Sudan and hemalum 40). 


fibrous thickenings, although they might appear to strengthen the walls, 
could only reduce their elasticity and in the end lead to stretching. Yet 
atherosclerosis often has the opposite 
effect. To explain this we have to find 
some process which, while narrowing 
the lumen, does not interfere with the 
integrity of the vessel wall, and the one 
which meets this requirement is throm- 


be SIS 


EFFECTS AND IMPORTANC! 
OF THROMBOSIS 

When a thrombus forms in an artery it 

occupies the lumen from the outset and 





Fic. 6.—Recent mural thrombi on an so reduces the blood stream, and al- 
old fibrous thickening of coronary 
artery. The ragged masses project- 
ng into the lumen towards the porated in the vessel wall, it must still 
left represent a thrombus of very 
recent origin, whilst the more com- 
pact, dark-staining layer covering marrow the effective lumen. In this pro- 
the wider area of the intimal sur- 
face 1s somewhat older (Sudan and 


though it may subsequently be incor- 


occupy much the same space and thus 





cess the original tissues of the wall 
are not involved since all the changes 
take place in the blood stream 


hamalur 


It was on these theoretical grounds that the thrombosis hypothesis was 
revived, and the fact that it was borne out by histological findings shows 
it to be sound. From it we may infer that the lesions which involve narrowing 
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must be thrombotic in origin, and they are the ones which matter most. 
Up to thirty years ago atheroma was regarded as a rather trivial condition, 
because the aortic changes, with which we were then most familiar, seemed 
comparatively harmless. With a better knowledge of the coronary and 
peripheral lesions, which may involve serious impairment of the circulation 
through narrowing, we began to view the condition with more concern. 

In so far as it can be accepted that narrowing of the arteries signifies 
thrombosis, we have advanced a step in the study of vascular impairment, 
and that, after all, is the essence of the atherosclerosis problem. Athero- 
sclerosis does not always involve. narrowing—in some of the severest 
examples, especially in old people, the arteries are actually dilated—but it is 
when they are narrowed that it becomes a condition of clinical importance, so 
that from the practical point of view thrombosis is the crucial factor. In 
considering etiology we should therefore turn our attention to that process, 
but in doing so we are immediately reminded of the fact that according to 
the classical teachings one of the most important factors in thrombosis is 
intimal damage. Since the usual form of such damage is fatty change, we 
are brought back to where we started, with the original conception of 
a primary fatty infiltration as the initiating factor in atherosclerosis. 

It cannot be denied that fatty changes, especially when attended by 
ulceration, are a common precursor of mural thrombosis, but the problem 
becomes still more involved when it is recalled that some of the fatty 
changes are themselves products of thrombosis, many of the ulcers being 
degenerate mural thrombi which have broken down. We have, in fact, to 
look on atherosclerosis as a vicious cycle, with mural thrombosis and its 
attendant fatty change leading to further mural thrombosis. But the cycle 
must have a beginning, and as there is reason to believe that fatty change 
can occur as a primary infiltration, e.g. in superficial fatty streaking, we have 
to consider the possibility of this being the root of the whole process. 

It has long been suspected that superficial fatty streaking is an early 
stage of atherosclerosis, because the two lesions coincide very closely in 
distribution and have morphological features in common. We know little 
of the etiology of the fatty streaking beyond the fact that it is common in 
diabetic children and in children who have died from acute febrile con- 
ditions, from which it may be assumed that it is related to disturbances of 
fat metabolism, but it constitutes a form of intimal damage that might well 
lead to mural thrombosis. It is easy therefore to imagine it as the starting 
factor in the atherosclerosis cycle. 

Thus, even when we adopt the thrombosis hypothesis, the evidence on 
the face of it still seems to point to disturbances of fat metabolism as the 
determining factor in atherosclerosis; but here we must beware of over- 
simplification. Whilst it is probably true that such disturbances lead to 
fatty change in the arteries and this in turn to thrombosis, it must not be 
assumed that these are the only factors to be taken into consideration. To 
anyone who has studied the histology of atherosclerosis it is obvious that 
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thrombosis is by no means an invariable consequence of intimal damage, 
and that there are other, more important, determining factors governing 
that process. 


LIMITING FACTORS IN THROMBOSIS 

One of the most striking features of atherosclerosis is the fact that there 
may be extreme disorganization of the intima, with widespread ulceration, 
and yet little or no sign of thrombosis, whilst, on the other hand, in the 
so-called thrombophilic disease for example, there may be widespread 
thrombosis with very little underlying arterial change. Intimal damage 
seems to be but a minor factor in the development of mural thrombi, for, 
although it may perhaps provide the foci on which thrombi form when 
conditions are set for thrombosis, there must be something in the blood 
which determines these conditions in the first place. Moreover there must 
be certain limiting factors in the blood, e.g. the natural anticoagulant sub 
stances and fibrinolysins, which restrict thrombus formation, and determine 
how large the thrombi shall be, because their size bears no apparent relation 
ship to the extent or severity of the underlying lesions. 

We all have fatty changes in our arteries, and most of us who have 
attained middle age have thrombosis—even coronary thrombosis—from 
time to time, but so long as the thrombi are kept within safe limits we come 
to little harm. It is when large thrombi form and recur in quick succession, 
as has been the case in the artery shown in fig. 6, that there is danger, so 
that in so far as atherosclerosis as a clinical condition is concerned, it is 
thrombosis and the conditions governing it, that we have to study and 
seek to control. 


CONCLUSIONS 

Atherosclerosis is a complex condition arising by more than one pathological 
process and taking more than one form. The form which is of special 
importance involves narrowing of the arteries and impairment of the 
circulation, and this depends upon thrombosis. In the past the condition 
has been regarded as a pathological change occurring in the tissues of the 
vessel walls, and attention has accordingly been directed to the factors 
which seemed likely to act on these tissues, but now, in considering the 
etiology of atherosclerosis, attention must be turned to the blood and the 
factors in blood which govern thrombosis. 
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IN patients with chronic occlusion we are dealing with a limb which, 
although surviving, has its arterial circulation so compromised as to cause 
symptoms of pain or to render uncertain the successful management by 
conventional means of ulcers or infections. 


THE EXISTENCE AND SEVERITY OF THE OCCLUSION 
‘The symptoms of chronic occlusion are, in order of increasing severity, 
intermittent claudication, localized ulcer or gangrene, rest pain, and 
pre-gangrene. 

Intermittent claudication needs careful evaluation. It is a cramp in the 
calf (femoral occlusion) or thigh (iliac occlusion) which appears on walking 
a definite distance and is relieved by resting a definite period of time. ‘The 
degree of disability may vary, depending upon the patient's sense of well- 
being or the weather or other imponderables. Leg pains which occur on 
climbing stairs, on prolonged standing, or in the evening when sitting or 
recumbent, are often confused with claudication and, although often so 
considered by the patient, rarely have a basis in arterial inadequacy. 

Localized ulceration or gangrene.—Such areas arise as a result of trauma, 
often unrecognized, to soft tissues in a foot or hand where the arterial 
circulation is impaired. The arterial obliteration in such cases is more 
advanced than in the group having intermittent claudication alone, many 
of whom, due to the excellent collaterals, can heal traumatic lesions normally 
The customary areas involved are, in order of decreasing frequency, the 
toe, the heel, and the malleolus. 

In the case of diabetes mellitus it is necessary to differentiate between the 
patient who has obliterative arterial disease causing an area of ischaemic 
necrosis in the foot, and the patient who has normal, or nearly normal, 
arterial circulation but presents a lesion of the foot which is the result of his 
inability to localize an invasive infection. Such a case is characterized by 


diabetic neuropathy causing a loss of pain sensation, a tendency to develop 
callosities which provide the source of entrance of infection, and localized 
gangrene of toe or skin due to the isolation of the area by a dissecting 
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infection. The importance of separating this group from that with poor 
circulation is that the principles of treatment vary widely. 

A third type of lesion is that occurring almost exclusively in Buerger’s 
disease. It is a severe, but localized, type of draining infection, usually in 
relation to a toe or finger nail, which is excruciatingly painful and surrounded 
by redness. The infection is not invasive and often seems less related to the 
degree of arterial obliteration than to the particular patient’s propensity to 
develop inflammatory lesions such as phlebitis migrans. 

Rest pain.—-Pain not relieved by rest is the rule in patients with Buerger’s 
disease who demonstrate open lesions. It also occurs in local lesions in 
patients with arteriosclerotic obliteration. In them it is proportional in 
intensity to the degree of ischaemia. Pain may radiate from the lesion to the 
proximal areas of the foot or higher in the leg and usually is relieved if the 
local lesion can be healed. Pain occurring in a foot in the absence of an 
open lesion means a degree of arterial deficiency more marked than any so 
far described. ‘The patient cannot sleep. The foot is less uncomfortable when 
dependent (the effect of gravity on arterial inflow). As it is kept dependent 
most of the time it becomes so edematous as to suggest a venous occlusion. 
Such occlusion, however, can rarely be demonstrated by phlebography. 

Pre-gangrene.—This is a more advanced state of ischemia in which 
sensation in the toes is lost, although there is, as yet, no gross evidence of 
death of tissue such as blackening of skin or induration of muscles. Unless 
circulation is restored gangrene of the foot is inevitable. 

The three most important points in the physical examination are the 
diminished or absent pulsations, the diminished or absent oscillations as 
determined by a sphygmomanometer cuff, and the degree of ischemic rubor 
demonstrated by the foot on dependency. Appraisal of temperature and 
attempts to evaluate levels of demarcation in the leg are usually unrewarding. 


RECOGNITION OF THE CAUSE OF THE OCCLUSION 
The principal causes of chronic arterial occlusion are four in number: 
trauma, embolism, arteriosclerosis obliterans, and Buerger’s disease. 
Trauma.—The patient who has had a traumatic division of the femoral 
or popliteal artery and in whom the leg has survived despite lack, or failure, 
of a reconstructive operation at the time of division is likely to have chronic 
ischemic symptoms. The cause of the occlusion will be obvious. By 
definition the condition is non-progressive and occurs usually in young 
individuals (soldiers for example). Collateral circulation has an opportunity 
to develop and spontaneous improvement gradually takes place. One of the 
most distressing associated lesions in these patients may be that of the 
accompanying veins or lymphatics which are often interrupted by the 
trauma. The associated edema may lead to disbility through ulceration 
Embolism.—A limb which survives an unremoved arterial embolus 
presents a problem similar to the traumatic type, but without the element of 
superimposed venous or lymphatic obstruction. The diagnostic distinction 
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between embolism and thrombosis, particularly in the older age-group, is 
even more difficult to make when the patient is seen in the ‘chronic’ state 
than it is during the ‘acute’ phase shortly after occlusion. The choice of 
active therapy between the two conditions disappears, however, in the 
‘chronic’ state. The differential diagnosis thus becomes academic, except, 
perhaps, in so far as prevention of future recurrences is concerned. 

Arteriosclerosis obliterans, seen most often in individuals past the age of 
55, can occur in the fifth decade even in the absence of diabetes mellitus, 
but seldom before that unless diabetes or severe hypertension is present. 
The first area of occlusion is most often the femoral artery below the 
emergence of its deep branch. In those in whom the sclerosis is associated 
with hypertension the abdominal aorta is a frequent site of occlusion, and 
the so-called Leriche (1940) syndrome results. In older patients the areas 
of occlusion are more likely to be multiple and longer, affecting not only 
the aortic and iliac areas but also the femorals. 

Buerger’s disease.-The site of the obstructive lesion in Buerger’s disease 
is important in that, in contrast to arteriosclerosis, the arteries distal to the 
popliteal artery become affected first. ‘The disease then progresses proxi- 
mally. The patient with Buerger’s disease may develop infected, painful, 
locally ischaemic lesions of the foot or toes in the presence of a good popliteal 
pulse and calf oscillations and in the absence, initially at least, of inter- 
mittent claudication. It starts usually in the third decade, and is seldom 
found in women. The differential diagnosis between it and arteriosclerosis 
in patients who have their first symptoms around the age of forty is not 
always easy unless phlebitis migrans (which occurs in only about thirty per 
cent. of the patients and not always at the onset) is present. 


TREATMENT 

Arterial reconstruction.-The supplying of a new channel by a graft 
(Fontaine et al., 1951) or the repair of the obstructed old channel by 
thrombendarterectomy (Bazy et al., 1949) has assumed a prominent place 
in the modern treatment of chronic obliterative arterial disease. Over 75 
per cent. of patients presenting themselves with chronic obliterative arterial 
disease have a localized occlusion, with an open popliteal or femoral artery 
below the block. Fifty to ninety per cent. (Warren, 1954; Julian ef a/., 
1953) of the patients have left the hospital with patent arteries following 
reconstructive operations, and in 25 to 80 per cent. of those so leaving 
patency will still be maintained six months or more later. In those in whom 
occlusion recurs it is rare to perceive any deterioration in circulation over 
that which was prevalent preoperatively. Experience has shown that thromb- 
endarterectomy is seldom successful in arteries below the inguinal liga- 
ment, but above this level it is often of value. When a graft is decided upon, 
the choice between the use of a vein (Kunlin, 1949), a homologous artery 
(Eastcott, 1953), or a cloth tube made of vinyon N, nylon, orlon, or dacron 
(Voorhees et al., 1952) is made according to individual preference 
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If the patient is elderly and has retired from active life, intermittent 
claudication of moderate to mild degree is not an indication for a reconstruc- 
tive operation. If he is in the younger age-group and wishes to be active 
such an operation should be performed for any symptoms which are 
disabling and directly attributable to an obstructing lesion. If the patient 
presents an ischaemic lesion, rest pain or ‘pre-gangrene’ of the foot, operative 
reconstruction is imperative provided an open popliteal artery is demon- 
strated by arteriography. Since this is the case in about 50 per cent. of 
patients in these circumstances, and since clinical appraisal of the degree of 
ischaemia is not a reliable guide to the state of the popliteal artery, arterio- 
graphy should be performed in all cases. 

Following a successful operation the patient’s symptoms are completely 
relieved so long as the channel remains patent. There may be some ankle 
adema for a few weeks. To protect the patient in case of a later closure 
of the graft, the operation is usually preceded by a lumbar sympathectomy. 
The future hope is that experience will tell us how to avoid such late 
closure of the grafts and so render sympathectomy unnecessary. 

These operations are useful in localized obstruction due to past trauma, 
embolism or arteriosclerosis obliterans but never, because of the peripheral 
distribution of the lesions, in Buerger’s disease. 

Lumbar sympathectomy.—There is a difference of opinion among surgeons 
as to the benefit conferred by lumbar sympathectomy on patients with 
obliterative arterial disease. It has been my experience that intermittent 
claudication, localized ulceration and rest pain are seldom significantly 
improved by the procedure, nor does its earlier performance contribute to 
the success of local amputation in the foot. It should be used primarily as a 
prophylactic: in cases in which there is clinically obvious sympathetic 
hyperactivity, or in which a potentially hazardous situation with respect to 
the arterial supply is about to arise, when it is performed as a preliminary to 
grafting. Patients in the first of these two categories are usually in the younger 
age-group, and still have some uninvolved vessels with active tonus. Most 
patients with Buerger’s disease should have the operation performed. 
Occasionally a dramatic clinical result can be obtained, but this is in general 
not predictable by tests, even those involving sympathetic nerve block 

Postural vascular ( Buerger’s) exercises.—\n patients whose block cannot be 
relieved by a reconstructive operation, nature’s tendency to develop a 
collateral circulation should be assisted. ‘There ts no convincing evidence that 
vasodilator drugs, whether acting on the sympathetic ganglion, the myo- 
neural junction, or the vessel wall, are therapeutically decisive. One reason 
for this is that, in pathological circumstances, they exert their more powerful 
action on the normal vessels remote from the area of ischaemia. 

Although the postural vascular (Buerger’s) exercises (Buerger, 1924), in 
which the limbs are alternately elevated, made dependent, and laid flat, are 
in the same category in respect of lack of proof of favourable effect, there 
are theoretical reasons why they should be beneficial. These are: (1) The 
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effect of gravity on arterial pressure and inflow in the dependent position, 
(2) the intermittent partial relief of capillary hypotension by back pressure 
through the dependent veins, and (3) the psychological effect of the patient 
having a responsible and active physical part in his own rehabilitation 
Clinical experience has shown that if they are timed so that a dependent 
phase of adequate length (three to four minutes) follows a short elevated 
phase (seldom longer than 30 seconds) and the patient does them faithfully, 
beneficial results are obtained. They should be recommended for all 
patients except those with infection or those with so much pain or disability 
as to make their performance contrary to the dictates of common sense. 

Tobacco.—The use of tobacco undoubtedly exerts an unfavourable effect 
on the blood vessels, whether normal or diseased, both by predisposing to 
arteriosclerosis (Hammond and Horn, 1954) (mechanism not known) and 
by inducing chronic <sospasm (Wright and Moffat, 1934). Whether it has 
a specific effect in potentiating the unknown etiological factor in Buerger’s 
disease is not known. A survey of the opinion of the patients themselves 
(Hamlin et al., 1949) showed that about 50 per cent. were certain that 
smoking was deleterious whereas 50 per cent. thought not. The best advice 
to give a patient with Buerger’s disease is to abandon smoking for life. If he 
does so and the lesions progress, however, it is difficult to insist on com- 
plete abstinence in a patient to whom smoking is psychiatrically important 
if no benefit has been observed over a period of two years. 

Foot care-—The importance of training patients in the avoidance of 
foot and toe trauma, the care of nails and calluses cannot be overemphasized. 
The advice is often not given. When it is, it is seldom properly carried out 
unless the patient is disciplined by being given a demonstration and printed 
instructions by a trained individual. Patients with diabetic neuropathy and 
loss of pain sensation need particular instruction in how to compensate for 
the loss of the warning signs of pain: e.g. by using a mirror to examine the 
soles of their feet each morning. 

Avoidance of heat and elevation —The most favourable position for a foot 
with compromised arterial circulation is slightly below the level of the 
heart. Avoidance of elevation is more important than active dependency 
Heat should not be applied to an ischemic foot since its skin burns much 
more easily than that normally nourished. The active application of coid can 
be as harmful as heat. The ambient temperature is the best temperature. 

Crushing of peripheral nerves.—In patients with Buerger’s disease, in 
whom the lesions are often excruciatingly painful, proper local care in the 
form of dressings, irrigations, and ointments is often impossible. A useful 
method to circumvent such a situation is the operative crushing of the 
somatic nerve carrying cutaneous sensation from the area. This usually 
means the superficial and deep peroneal, the posterior tibial, the sural or, 
less often, the saphenous nerves (Smithwick and White, 1930). The opera- 
tion can be done under local anwsthesia. A certain amount of local vaso- 
dilatation is provided by such a procedure, over and above that which is 








ARTERIAL DISEASES OF THE EXTREMITIES 253 


provided by lumbar sympathectomy. The operation is of no value except 
in this particular stage of Buerger’s disease. 
Amputation.—If these methods fail to heal a lesion some form of 


amputation will be necessary. When the necrosis extends to involve bone, 


tendon, or joint capsule spontaneous healing is unlikely. Amputations are 
done through a point of election as far distal as possible and yet so far 
proximal that the incision can be made in relatively normal skin. Depending 
upon the site of the lesion with relation to the end of the extremity, the 
amputation may be transphalangeal or transmetatarsal involving one or 
several toes, a Syme amputation, or a conventional below-knee or above- 
knee amputation. These procedures should not be embarked upon until 
infection is brought under control by antibiotics, and, if necessary, by local 
drainage. They should never be used in the presence of advancing gangrene, 
since in these circumstances the amputation incision may not heal. Given an 
equal amount of arterial inadequacy an amputation which can be sutured 
primarily has a better chance of healing than one which is left open 

In considering the question of amputation in diabetics it is necessary to 
differentiate between those with good circulation who present infected 
lesions and those with poor circulation who present primarily ischemic 
lesions. ‘The former group does not fall under the definition of obliterative 
arterial disease, except that being diabetics they may develop it later. In 
them a wide open incision for drainage of infection, often involving local 
amputations, is the procedure of choice. It should be done early, often as 
part of the physical examination on admission, in order to give immediate 
drainage and to evaluate the extent of deep infection and secondary necrosis, 

Rehabilitation following amputation is important and should be pursued 
with increasing urgency the more proximal the amputation. To this end a 
temporary limb, consisting of a thigh corset with an ischial weight-bearing 
seat, a lock-knee joint and a simple shank with an artificial foot, should be 
provided two weeks after the procedure, and the patient be encouraged to 


walk without crutches 
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THE RECOGNITION AND 
TREATMENT OF INCIPIENT 
GANGRENE 


By C. ALLAN BIRCH, M.D., F.R.C.P 
Physician, Chase Farm Hospital, Enfield 


THe problem of gangrene is a common one in general and hospital practice 
and usually presents as an elderly patient who has a diminished blood supply 
to his feet. ‘To prevent its appearance it is important to recognize such 
a patient while yet the blood supply is adequate, for the changes leading to 
gangrene are usually slowly progressive, although sudden arterial thrombosis 


is always a possibility. 


PATHOLOGICAL BACKGROUND 
The degree and site of arterial obstruction are more important to the clinician 
than the exact pathological nature of the lesion. In general, peripheral 
arteries are affected by sclerosis and this is responsible for defective blood 
supply in go per cent. of cases. The presence of calcification does not neces 
sarily mean that the condition is serious. In the case of the leg the clinical 


ture will vary according to whether the site of the obstruction is in the 


main or a peripheral vessel. ‘wo contrasting pictures can be recognized 


and are summarized in table 1, but it should be realized that peripheral 


obstruction is by far the commoner of the two. 





Main artery obstruction Peripheral artery obstruct 
In the calf on exercise In the foot at rest 
Intermittent claudication’) 
(claudicare—to limp) 


Popliteal pulse Absent Present 


Fox Looks pink and healthy at rest | Cold toes and gangren« 





TABLE 1 The effects of arterial obstruction 


Sometimes another disease such as pneumonia or leukemia may be the 
factor precipitating gangrene. Figures 1 and 2 show what is now in England 
an interesting, old-fashioned clinical picture—namely syphilitic arteritis 
(leading to amputation) and a gummatous skin condition which enabled 
a clinical diagnosis of the cause to be made. Obstruction of the popliteal! 
artery alone will not lead to gangrene and when this appears in a young 
man who has claudication the cause is probably thromboanguitis obliterans 
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(juvenile obliterative endarteritis or Buerger's disease): a relentlessly pro- 


gressive obliterating endarteritis spreading from the periphery In about 
half the cases there is also a patchy venous thrombosis and nearly always 


evidence of fungus infection of the toes (athlete’s foot) 


RECOGNITION 
Often the patient presents with 
a toe already showing gangrene 
(fig. 3), but the doctor may be 
called on account of severe pain 
in the foot. Sometimes on see- 
ing the patient for some other 
reason it may be possible, be- 
cause of arteriosclerosis and 
pale cold feet, to warn him that 
the circulation to his legs is poor 
and to advise means to pre 
vent gangrene. When impaired 
circulation is suspected simple 
clinical observation for arterial 
pulsation and colour changes 
may be confirmatory 
Impaired arterial pulsation 
This is the most important 
physical sign. It must be looked 
for carefully at three sites in 
the legs:—(1) ‘The dorsalis 
pedis artery. The surface marking is from a point midway between the 
malleoli to the distal end ot the first interosseous spac e (hig 4) Chere are 
various snags in pal 
r pating it. The foot must 
be warm. In about 8 
per cent of normal 
people pulsation is 
feeble or absent. There 
is danger of mistaking 
the twitchings of ten- 
dons for arterial pul- 
sation. (2) The posterior 
tibial artery. This can 
be felt about 7 inch (20 
mm ) behind the medial 


Same case as that shown in fig. 1 malleolus and is invari- 
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ably present in normal people (fig. 5). (3) The popliteal artery. This is felt 
at the mid-point of the popliteal space with the knee flexed (fig. 6) 
Colour changes.—The earliest colour change is redness of the toes. Later 
blueness or pallor and sometimes a mottled appearance is seen. Sudden 
arterial obstruction causes marked pallor. ‘These colour changes are usually 
more marked in one foot 
than the other (fig. 3). 
The plantar blanching 
test is usually positive 
in obstruction of a main 
vessel. To perform this 
test the patient lies on 
his back with his hip 
flexed so that his legs are 
nearly vertical. After 
about 30 seconds the 
colour of the soles is 
observed. When the cir- 


culation is normal only 


slight pallor results; 


when it is seriously im- 
paired the whole of the 
Fic 3.—Peripheral, followed by main, artery obstruct 
foot or perhaps one toe Note gangrene of toes and pallor of sole 
becomes deathly pale. In 
doubtful cases blood may be pressed from the skin by stroking towards 
the heart. or the ankle may be flexed and extended a few times. The feet 
are afterwards allowed to hang over the edge of the bed. The normal 
colour should return within ten seconds but it may take a minute if the 
arterial circulation is poor. 

In addition to these changes simple observation will show that the skin 


is atrophic and the hairs on the toes are sparse. 


rREATMENT 
Incipient gangrene in an elderly patient is one of those clinical problems 
which demand judicious practice of both the science and art of medicine 
What the book says cannot be applied in a rule of thumb way to every 
patient, for the local state of the foot or leg is often but part of the picture 
of old age and of concomitant cerebral and coronary arterial disease. ‘The 
time for drastic measures (sympathectomy and amputation) in hospital can 
often be put off indefinitely by skilful management at home by the family 
doctor. Worry and emotional disturbances play an important part in causing 
arterial spasm. This fact is sometimes demonstrated when the toes and 
feet of a nervous patient blanch when being inspected if he knows that the 
doctor is watching for this to happen. (The term ‘cold feet’ to indicate fear 


has a physiological basis.) 
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PROPHYLACTIC ADVICE 
If the patient is up and about he should be careful not to sit with his legs 
crossed. He should use a foot stool to avoid foot chilling from draughts 
Gloves or mittens, a warm jacket and even a woolly cap all help refiexly to 
increase the blood supply to the legs. Any walking should be at a slow place 
and on smooth ground. It should always be just insufficient to cause pain, 
for the more often pain is brought on the easier it is for it to recur. Vascular 
pain in this respect is like asthma—the less you have it the less you are 


likely to have it. When pain is severe and constant it means that gangrene 


is not far off and that the patient should be in bed. Lewis taught patients 


to treat their feet gently and to keep them clean and dry——‘as though made 
of porcelain’, he said. Old and comfortable shoes are best; new ones should 
be broken in gradually. Often an old lady tempted to buy new shoes has 
thereby curtailed her holiday. It is important to impress upon the patient 
instructions concerning the care of the feet. A pamphlet on the lines of the 


following one may be provided 








CARE OF THE FEET 

Since the circulation of blood to your feet is poor it is very important 

to take great care of them. If you_ don't, complications such as 

gangrene (mortincation) may appear 

Skip Wash your feet daily with warm (not hot) water. Dry them thoroughly 
ask for help to do this). Use the powder® for athlete's foot (fungus 
infection) if the doctor orders it. Rub in olive oil or ointment of wool 
alcohols (‘eucerin’) if the skin is dry. Dab tender spots with methylated 
spirit. Separate overlapping toes with animal wool. Never walk barefoot 
nails straight across (after a bath) and never down the sides. Get 
to he Ip you 


it them yourself. Avoid rn cures. See a chiropodist 


these se riously Don't put t strong antise ptics but see your 
} 


Don't put hot-water bottles against the skin. Wear bed socks 
ft new ones 


hort ones 


t wear them 


t stand too long or walk too far or go in crowds. Never let your feet 


acid compound dusting powder, N.} 





It is well to scrutinize carefully the daily regime of the elderly arterio- 
sclerotic with threatened gangrene. His socks should be loose and his shoes 
perfectly comfortable. Damp, cold shoes are dangerous and can be avoided 
by electric shoe warmers (fig. 7). Smoking should be cut down but not 


necessarily abandoned if this would be a great hardship. Alcohol on the 
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other hand is not contraindicated and its vasodilatory effect may be beneficial. 
Nocturnal pain calls for adequate sedation and it is for the doctor to find 
out which barbiturate or combination of quick- and slow-acting barbiturates 
suits his patient best. Some of these patients are greatly bothered by 
nocturnal leg cramps. These can be warded off by the use of methoxyphen- 
amine (‘orthoxine’), 100 mg. (1 tablet) at bed time and repeated as necessary 

Another remedy is 10 grains (0.6 g.) of quinine and a little whisky at bed 
time. Mephenesin, 250 mg., is equally effective. 


Palpation of dorsalis pedis artery 


Bed warming by an electric blanket which is switched off on retiring is 
advisable. If the patient has great faith in an eiderdown quilt he should be 
allowed to have it—-even in hospital. 

The patient will often ask specifically about diet in the hope of definite 
instructions which will improve his circulation. Weight reduction is bene- 
ficial and there is some evidence that low fat intake has a favourable influence 


on arteriosclerosis 


MEASURES TO IMPROVE THE BLOOD SUPPLY 
Buerger’s exercises.—The patient places his leg in three positions succes- 
sively. First he lies flat on his back and raises the leg high resting it on 
a support or the nurse’s arm until blanching occurs; then the leg is allowed 
to hang over the edge of the bed for a minute or so after redness appears 
and then it is kept horizontal for three minutes. These movements are 

repeated six times and the whole cycle performed three times a day. 
Reactive hyperemia._-A special ‘pavaex’ (PAssive VAscular EXerciser) 


which exposes the limb to a pressure of 20 to 80 mm. Hg several times a 
minute may be used. A simple method is to apply a sphygmomanometer 
cuff to the thigh and inflate it for two minutes at 30 to 70 mm. Hg and then 
defiate it for two minutes. An electric motor can be used to keep up this 
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alternating pressure for several hours at a time. Excessive pressure may 


damage the femoral artery and so this method must be used with great care. 


Fic. 6.—Palpation of popliteal artery 


It is contraindicated when there is a complicating superficial phlebitis, as in 
Buerger’s disease 

Operation (sympathectomy).—The object is to release the limb arteries 
from vasoconstrictor impulses. It is a 
straightforward operation without risk 
and should not be unduly delayed if 
non-operative measures fail. Whether 
to remove the first lumbar sympathetic 
ganglion (with probable impotence but 
better vasodilatation) or just the second, 
third and fourth is for the surgeon to 
decide. Paravertebral block is some 
times used as a preliminary test of 
probable effectiveness of operation but 
the effects of the two procedures are 

often very unequal 
Drugs.—Many drugs have been tried 
: but the effects in any given case are 
— rather unpredictable. General vaso- 
Fic. 7.—The ‘Ronning’ footwear dryer dilators when really effective may be 
and warmer 
harmful because they divert blood from 
the ischemic limb. Mild ones, such as nicotinic acid, 50 mg. three times 
a day, may be freely used if only for their psychological effect. Attempts 





260 THE PRACTITIONER 


have been made to cause local vasodilatation in the leg by injecting 


tolazoline and other substances into the femoral artery. Disc calorimetry 
studies, however, have shown the eftect to be variable and of short duration 
The effectiveness of this 
method as used at pre- 
sent does not seem to 
justify repeated arterial 
puncture. Reflex vaso- 
dilatation by keeping the 
rest of the body warm 
is often equally effective. 


GANGRENE OF 
ACCIDENTAL 
ORIGIN 

Whilst defective arterial 
blood supply is a basic requirement for the development of non-infective 
gangrene, it is well to remember that some accidental circumstances may 
determine its appearance, Thus the anoxia of prolonged coma from carbon 
monoxide poisoning has been a precipitating cause in arteriosclerotic 
patients. Cases of this kind are a warning to notice carefully the condition 
of the limbs in all comatose patients and to 
see that they are free frorn postural or 
extraneous pressure which might impair 
the blood supply. At the risk of being 
considered impertinent I mention the use 
of the tourniquet by surgeons, to remind 
the reader of the serious consequences of 
blocking the total blood flow to and from a 
limb for more than a few minutes in an 
arteriosclerotic patient. It is much more 
serious than blockage of an artery alone. 

An ever-present hazard for the anesthetist 
is the injection of thiopentone into an artery 
in mustake for a vein with, sometimes, 
severe ischemia of the hand going on to 
gangrene. An aberrant artery between the 
skin and the fascia at the elbow may look and 
feel like a vein when its pulsation has been 
obliterated by a tight tourniquet (fig. 8) Site cainawalteata ¢ 
Two simple precautions should warn us young diabetic 
that the vessel in question is an artery and 
not avein. Palpation before applying a tourniquet will reveal pulsation and 
the blood withdrawn will be bright red. Although thiopentone may cause 
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venous blood to darken a little in the syringe it will not cause arterial 
blood to look like venous blood. The intima of arteries is very sensitive to 
alkaline solutions such as thiopentone. When injected intra-arterially, 
intense burning pain is likely to be felt and there will be coldness and 
blanching of the hand. Subsequent spasm, thrombosis and edema may lead 
togangrene. Presence of mind its needed to avoid this complication. The 
needle should be left im sttu and the remedy which is most likely to be at 
hand (5 ml. of 2 per cent. procaine) should be injected into the artery 
This should be followed by 20 mg. of tolazoline in 2.5 per cent. solution, 


and 10,000 units of heparin 


INCIPIENT GANGRENE IN DIABETES 
So-called diabetic gangrene is really arteriosclerotic gangrene occurring in 
a diabetic—usually of the insulin-insensitive type. In moist gangrene in 
a diabetic there is also an infective factor. In both, the diabetic state should 
be effectively treated. Superficial or skin gangrene of young diabetics is 
a rare type (fig. g) and may appear as the result of prolonged coma. Several 
factors, including peripheral circulatory failure and prolonged pressure, 
play a part, as well as ketosis and hyperglycamia. Fortunately, young 
diabetics have good arteries and the gangrenous areas quickly heal. Localized 
skin gangrene may occur from too superficial (intradermal) injection of 
insulin. This also is not of serious consequence though disfiguring. A correct 


injection technique will avoid it 


FROSTBITE 
The opportunity ts taken to mention frostbite, an incipient form of thermal 
gangrene. It is a hazard chiefly of flying but occasionally met with in practice, 
even in England. It only occurs when the air temperature is well below 
zero and it chiefly affects the hands, nose and ears. It is important to treat 


it correctly at the outset, if tissue loss is to be avoided. The part must be 


kept at cool room temperature and no attempt made to hasten the return 


of local warmth and sensation. Simple protection by cotton-wool is all that 
is needed, although anticoagulant therapy is considered by some to forestall 


gangrene 





THE PREVENTION AND 
TREATMENT OF 
THROMBOPHLEBITIS 


By R. I. S. BAYLISS, M.D., M.R.C.P 
Isststant Physician, Westminster Hospital 


‘THROMBOPHLEBITIS is an acute inflammatory process associated with local 
and general symptoms and signs of inflammation. Often the vein is super- 
ficial: the affected segment is tender to touch and the skin over it is hot and 
may be reddened. If the vein is more deeply situated, the superficial collateral 
veins are enlarged and more obvious than in the other limb. The patient 
feels ill and there is a rise in temperature and pulse rate. In phlebothrom- 
bosis, on the other hand, the symptoms are less striking. Usually the vein is 
located deep in the calf muscles or in the pelvis. There is little local reaction , 
no systemic disturbance, and the condition may pass unnoticed by the 
patient and his medical attendant. Although on these clinical features a 
distinction may be made between thrombophlebitis and phlebothrombosis, 
the two conditions represent the extremes of a continuum and in practice 
most cases are characterized by a mild ache in the calf (accentuated by 
passive dorsiflexion of the foot—Homan’s sign), slight tenderness on deep 
palpation of the calf muscles, and little constitutional disturbance except a 
slight rise in temperature and pulse, the cause of which may pass un- 
recognized unless a careful search is made. Both thrombophlebitis and 
phlebothrombosis are due to similar etiological factors, and there would be 
little reason for the rather arbitrary distinction between them were it not for 
the clinical fact that the more marked the inflammatory component, the 
less likely is pulmonary embolism to follow. Thus, when the vein is acutely 
tender and the signs of inflammation conspicuous, there is less danger of the 
clot being dislodged; conversely, it is the clinically silent condition of 
phlebothrombosis which may be followed so tragically by unexpected death 


ETIOLOGY 

Thrombophlebitis and phlebothrombosis are caused by multiple factors 

stagnation of the venous circulation due to cardiac failure or dehydration, 
immobilization of the limb or pressure from a gravid uterus, obesity, 
bandages, splints or pillows under the knees; increased coagulability of the 
blood due to dehydration and the physiological increase in platelets that 
follows any trauma or operation ; damage to the endothelium of the vein by 
the infusion of irritating or non-isotonic fluids; and the presence of infection 
or sepsis in other parts of the body. Thrombosis is most likely to occur in the 
elderly, particularly if there is heart failure due to myocardial infarction or 


mitral stenosis, but no age-group is immune. Rarely, repeated episodes of 
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thrombophlebitis are associated with an underlying neoplasm (such as car- 
cinoma of the stomach or pancreas), or are the presenting manifestation of 


thromboangiitis obliterans 


PREVENTION 
Prevention lies in countering, so far as is possible, these etiological factors 
Dehydration is avoided by maintaining the patient's plasma volume and in 
practice this is achieved if sufficient fluids are given to establish a urinary 
output of 1 to 2 litres a day. In hospital the state of hydration can be deter- 


mined accurately in a few minutes by measuring the specific gravity of the 
a simple side-room 


plasma or serum by the copper sulphate technique 
procedure suitable for use by the houseman or student (Phillips ef ai., 


1g50) 
Stagnation of the circulation is prevented by getting the patient out of 


bed as soon as possible, 
and before this by 
having the patient move 
his legs through the full 
range of movements 
every two to three hours 
throughout the day 
his is not a proce- 
dure which requires the 


supervision of a physio- 





therapist: doctors and 





nurses should instruct 
nethod of preventing a 
Le tal the patient, and re- 
mind and encourage 
him at frequent intervals. The application of elastic stockings or crépe 
bandages to the legs diminishes the volume of blood in the super- 
ficial veins and increases the rate of flow through the deep veins (Stanton 
et al., 1949; Wilkins et al., 1952). The use of such measures, particularly in 
elderly or uncooperative patients, may reduce the incidence of thrombosis 
light bandaging round the abdomen or thighs must be avoided, and the 
use of pillows under the knees forbidden in any circumstances whatsoever 
The patient can be prevented from slipping down the bed by putting tall 
blocks under the foot of the bed and high pillows or a back rest at the head- 
end (fig. 1) 

Some damage to the endothelium of the vein is inevitable if prolonged 
parenteral feeding is required: in these circumstances much is to be said 
for inserting a fine-bore polythene catheter until its tip lies in the superior 
or inferior vena cava where the rate of blood flow is rapid. These catheters 
may remain im situ for a week or more without causing thrombosis 

Infection elsewhere in the body should be vigorously treated with an 


appropriate antibiotic, usually penicillin. If pus is present antibiotics are of 
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little value except in confining the infection, and formal surgical drainage 
should not be delayed. 

Despite these preventive measures, thrombophlebitis may occur, par- 
ticularly in the elderly after an abdominal operation. It has been recom- 
mended that anticoagulants should be given prophylactically to these bad- 
risk patients but many physicians and surgeons consider that the dis- 
advantages of this practice are too great. The dangers of anticoagulants are 
not insignificant in a patient who has had an operation which may itself be 
complicated by further bleeding, and their use may engender a sense of 
false security which diminishes the zeal for achieving early ambulation and 
effective leg exercises. On balance it seems wiser to watch the bad-risk 
patient with special care and begin anticoagulant treatment at the first sign 


of thrombosis 


TREATMENT 
The therapeutic problem posed by the dev elopment of thrombophlebitis is 
considerable. What should be done, and what can be done, to stop the clot 
from spreading, to prevent pulmonary embolism, and to avoid the develop- 
ment of chronic hypostatic edema of the leg in later years? The first two 
are of greater importance than the development of a@dema which is an 
uncommon sequel. 

Rest.—Immobilization is still an important principle in the treatment of 
any inflammatory condition, and the patient must be confined to bed 
Active movements of the affected leg are best avoided for fear of dislodging 
the clot, but to prevent further stagnation the circulation is speeded by 
warming the limb and moving it passively through a full range of movements 
several times a day. 

Ligation.—In exceptional circumstances ligation of one or more leg veins 
may be required to prevent fatal pulmonary embolism. This form of treat- 
ment is little favoured in Great Britain except when repeated pulmonary 
embolism is taking place despite adequate prolongation of the prothrombin 
time with anticoagulants. 


ANTICOAGULANTS 
‘The major problem lies in deciding whether anticoagulant therapy should be 
used. Opinion is still divided on this point, largely because the anticoagulants 
currently available are by no means always successful in stopping the 
thrombotic process from spreading or in preventing the development ot 
pulmonary embolism. If this treatment were 100 per cent. effective, or nearly 
so, there would be no difference of opinion despite the difficulties and 


possible dangers inherent in the use of anticoagulants. On the other hand, 


modern anticoagulants are much easier to use than the older dicoumarol 
and although this treatment does not always prevent pulmonary embolism 
it substantially reduces the mortality if this occurs. 

Contraindications.— Anticoagulants are absolutely contraindicated in the 
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absence of facilities for controlling the dosage by estimation of the pro- 
thrombin time. In practice this often means that the patient must be in 


hospital or well enough to be safely moved there. Other contraindications 


are the presence of a peptic ulcer, severe liver disease, in which the pro- 
thrombin time may already be prolonged, and advanced renal disease, 
which interferes with 
the excretion of the anti- 
coagulant Although 
there is no uniformity 
of opinion, a good case 
can be made for omitt- 
ing anticoagulant thera- 
py when the inflamma- 
tory component of the 
thrombophlebitis is 
marked. Thus, if the 
vein is acutely tender, 
hot and inflamed it is 
sdministering heparin intr justifiable to withhold 
such treatment 

Indications.—On the other hand, anticoagulants must be given if there 
is any evidence of pulmonary embolism or infarction from the current 
thrombophlebitis, or a history of pulmonary embolism from a thrombo- 
phlebitis in the past. It is important to stress that the manifestations of 
pulmonary embolism are often not dramatic, and may pass unnoticed unless 
a careful watch is kept. Mild unexplained pyrexia, slight pain or discomfort 
in the chest or a brief episode of breathlessness or faintness should arouse 
suspicion, and anticoagulant treatment be initiated on this suspicion rather 
than waiting for the more compelling manifestations of hamoptysis, severe 
dyspnea and physical signs in the lungs. 

The decision is more difficult to make when there is nothing more than 
slight tenderness in the calf muscles and a positive Homan’s sign. Can the 
condition be safely left or should anticoagulants be given? Without treat- 
ment the patient may have a fatal pulmonary embolus; with treatment, 
although there is no guarantee that pulmonary embolism will be prevented, 
the mortality will be substantially reduced There is a growing body of 
opinion that anticoagulants should be given. In hospital the risks of using 
anticoagulants are not great and antidotes to counteract overdosage are at 
hand 

Technique.—\nitially treatment is started with heparin. A Ghourd’s 
needle is inserted into a vein in the forearm, secured with strapping and 
protected with an ointment jar cut in half (fig. 2). Through the diaphragm, 
10,000 units of heparin are injected every six hours, day and night, for 
forty-eight hours Concurrently treatment with phenylindanedione (‘din- 


devan’) or ethyl biscoumacetate (‘tromexan’) is started (table 1) 
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Before phenylindanedione or ethyl biscoumacetate is given, 5 ml. of 
venous blood are withdrawn and put into a tube containing mixed potassium 
and ammonium oxalate. The prothrombin time is determined in the labora- 
tory by the one-stage technique of Quick and the usual value on this control 
sample is 12 to 15 seconds, depending upon the reagents used. The aim of 





renylindanedione Vv ynscoumacet ate 
PI lind j Ethy! | t 


100 meg 300 mg 


twice daily four times daily 


da 
50 mg 300 mg 
twice daily thrice daily 


Maintenance 50 mg 100 mg 
daily thrice daily | 





ABLE 1 Dosage schedule for oral anticoagulants in thrombophlebitis 


treatment is to prolong the prothrombin time to 30 to 40 seconds and 


maintain it at this level. Each day a sample of blood is taken and the sub 


sequent daily dose of anticoagulant is adjusted according to the prothrombin 
time. If this is 40 seconds or over the next day’s dose of anticoagulant is 
omitted. In some patients the prothombin time is easy to maintain at a 
constant level; in others the value fluctuates widely and considerable 
difficulty is experienced in controlling it. During the first ten days of 
treatment estimations of the prothrombin time should be done daily 
thereafter, if satisfactory control is being achieved, bi-weekly or weekly 
determinations are usually sufficient. ‘Treatment is continued until one week 
after all signs of thrombosis have subsided and the patient is up and about 
If the patient is still confined to bed, anticoagulants should be continued 
until he is ambulant 

Complications.—The main danger of using anticoagulants is bleeding, and 
this is usually first manifest by hematuria. Hence a careful watch must be 
kept on each specimen of urine passed. If corrective measures are not taken 
hamorrhage may occur from the nose, mouth or gastro- intestinal tract and 
a fatal or incapacitating cerebral haemorrhage may occur. At the first sign 
of hemorrhage, or if the prothrombin time exceeds 45 seconds whether or 
not hematuria is evident, 70 mg. of menaphthone should be injected 
intravenously. ‘This vitamin K analogue will reduce the prolonged pro 
thrombin time to normal but will not achieve this effect in under twelve 
hours. Hence if bleeding is profuse or occurring from several sites a trans- 
fusion of fresh blood should be given: this will immediately, but temporarily 
restore the prothrombin time to normal 
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THE TREATMENT OF 
VARICOSE VEINS 


By LAN FRASER. D.S.O.. M.D., M.Cu., F.R.C.S 


President, Royal College of Surgeons in Ireland ; Surgeon, Royal Victoria 
Hospital, Belfast, and Royal Belfast Hospital for Sick Children 


CHANGING fashion in the treatment of varicose veins has been as frequent 
over the past fifty vears as has the changing fashion in ladies’ dresses. In 
many cases it has lasted just as long and has often been started on an equally 
unsound principle. There have been three main phases or periods in the 
theories underlying treatment. The first was that removal or sclerosis of the 
superficial visible veins was all that was required. ‘The second was based on 
the work of Bauer: that pooling took place in certain deep veins and removal 


of these, i.e. in the popliteal fossa, would divert blood back into veins with 


competent valves and into veins affected and controlled by the forward 


driving force of the muscular pump of the leg muscles. The third phase, at 
present popular, ts directing more and more attention to the third group of 
veins in the limb, namely the connecting or communicating veins. These 
small veins are analogous to the emissary veins of the skull whose function ts 
to equalize pressure between the intracranial venous system and extra- 
cranial veins draining subsequently to the jugular vessels. ‘The communicat- 
ing veins in the leg must therefore be capable of transmitting in either 
direction from the point of high venous pressure to the one of low pressure, 
and modern methods must keep these channels always in mind. Their 
situation is roughly constant but, naturally, like venous channels elsewhere, 
Variation must exist 

The pendulum of fashion has swung full length in the treatment on many 
occasions—- from excision on the one hand to sclerosing obliteration on the 
other. Unfortunately, in many cases the treatment under present social 
conditions is influenced and controlled by expediency—from the surgeon’s 
point of view the saving of hospital beds and from the busy patient's point 
of view the saving of time off from work. How often, like the duodenal ulcer 
and coronary thrombosis, varicose veins have occurred in people of value to 
the community. The operation is therefore often a compromise and the 
result must also be a compromise between success and failure 

Many factors arise to give the treatment of varicose veins the unsatis- 
factory reputation that it has today and of these the choice of patient and 
the choice of treatment are of greatest importance 


CLASSIFICATION 
Large tortuous and symptomless veins.—These occur most commonly in men 


They are often a single vein, or a section of one vein. There is no edema, 
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skin irritation, or disability. What is to be done? Should one operate and 
remove the affected segment or wait until signs of extension or incompetence 
appear? The answer depends upon various factors: the patient’s employ- 
ment (e.g., long periods of standing, the risk of trauma, infection), his 
proximity to medical attention (e.g., going off to the wilds), the question of 
joining the Services (Police or Fighting Services) or going to the tropics 
where mankind’s moral and venous tone seem to be more lax and where 
cedema, infection and fatigue are more common. The symptomless varicose 
vein must therefore be dealt with on its merits. 

The athlete's varicose veins.—In the early stages these are not unlike the 


first group. The veins have an abnormally high tension and are difficult to 


compress—possibly the blood is squeezed out by the powerful hyper- 
trophied leg muscles. They are more visible and less supported by the 
sparse subcutaneous fat. I have seen a number of cases of first-class athletes 
who in later life developed severe ulceration of an intractable type. I there- 
fore always recommend operation in these cases before secondary complica- 
tions arise. The treatment must be surgical removal. Because of their high 
tension and the thick hypertrophied walls, these veins are almost impossible 
to obliterate by sclerosing injections. 

The soldier's varicose veins.—The prognosis and estimation of cure of 
these lie in the prefrontal area of the brain. Anyone undertaking the treat- 
ment of such cases in the hope of enabling an unwilling soldier to marc! 
30 miles instead of 10 miles is going to have a rude awakening. The dis- 
crepancy in the army figures and the Mayfair—-nylon stocking—figures are 
easily understood. The treatment of varicose veins in a soldier must follow 
ordinary lines with a good understanding by both donor and recipient of 
what the result should be. 

The cosmetic veins ‘These occur almost entirely in women, and go per 
cent. are private patients. ‘They are symptomless and the results corres- 
pondingly good. The patient is nct so dependent on hospital beds and is 
more often willing to give the necessary time to ensure success. Since 
scarring must be minimal in extent, total removal may also be incomplete, 
so that recurrence must be anticipated. Supervision is necessary and minor 
repairs occasionally required. ‘These cases are equally satisfactory to the 
patient and to the surgeon. ‘Ihe veins are thin walled and sclerosing agents 
do well, but the veins must not be left as a thrombosed projecting cord 

Veims with unrelated symptoms.—Many mistakes have been made when, 
on superficial questioning and examination, the symptoms in the leg are 
placed at the door of some obvious varicose veins. Many elderly people 
present with intermittent claudication or pain in the calf and, without a 
careful history and the examination of the ankle pulses, the lesion may be 
put down to severe but innocuous varicose veins which have been decorating 
the patient’s legs for years. Flat foot was for many years attributed to 
varicose veins—the ‘softening influence on the ligaments due to back 
pressure’. This type of false pathology still appears in textbooks. The re- 
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verse process is more likely—the man with a flat foot is no longer using his 
calf-pump to return the blood or else he has a static job conducive to both 
conditions. Mild periostitis of the leg bones, a neuroma of a sensory nerve, 
a torn popliteal tendon or a small thrombus in a deep vein, can all be 
overlooked when the eye is obsessed by an imposing bunch of dilated veins 

Dilated groin veins.—If these are seen running in tortuous cords thicker 
than one’s thumb across the midline, over the pubis, up to the umbilicus 
or round to the buttock it should at once suggest that a natural by-path 
has been made to overcome a deep obstruction. Such veins must be left 
untouched. They are the lifeline for the limb. A scientific or academic 
interest can be taken in them by injecting them with a radio-opaque solution 
and so visualizing their origin and ending: often they are replacing the 
obliterated inferior vena cava 

Pregnancy veins.—It is difficult to say in any given case whether or not 
the enlarged and dilated veins will revert completely to normal when this 
dangerous nine months’ period is over. In many cases complete disappear- 
ance takes place. This is particularly noticeable in the vulva itself which may 
be almost completely occluded by a bunch of grapes almost as large as one’s 
fist. ‘To a lesser extent the same applies to the leg veins. In pregnancy 
Varicose veins appear only in those already prone or who would probably 
produce them later. ‘They do not always coincide with the later stages of 
pregnancy when the uterus is a formidable abdominal tumour and produc 
ing pelvic venous stasis. They can also appear in the early stages, as indeed 
do piles—-when some hormone or vascular relaxant must be the cause. As a 
result of this relaxant, claudication is known occasionally to be improved 
with pregnancy—unfortunately a form of treatment difhcult to prescribe 

Vems with a hum.—The unwary may forget that a large vein may be 
enlarged by virtue of the fact that there is a false connexion proximally 
between the vein and an artery and hence the current of blood in the artery 
hurrying to the periphery may partly fill the vein, so causing back pressure, 
and at the same time inadequately filling the distal portion of the artery 
The thrill which can be recognized by the patient and felt by the doctor 
should not be missed. ‘The ‘machinery hum’ of ‘the bee in the paper bag’ is 
a warning that the case has to be dealt with by one prepared to deal with a 
vascular eme rgency and prepared to insert a graft, carry out a resection, or 
do a ligature, double or quadruple, or a sympathectomy or whatever is 
required 

Compensatory enlargement of leg veins.—One has always been taught to 
make sure that the superficial veins are not dilated as the result of deep 
vein thrombosis, and that their removal would prevent the return of all 
blood from the limb. If the deep venous channels are as numerous as the 
superficial then we are postulating multiple thromboses which is hard to 


believe. Many tourniquet tests have been invented, but the best is the tem- 


porary occlusion bandage or adhesive elastic bandage or firm adhesive 
I 


vandage. [his occludes temporarily the superficial leg veins when they have 
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been emptied after the leg has been raised. If with these veins compressed 
the patient can walk comfortably, then the veins can be permanently done 
away with. 


DEEP ULCERATION 
This occurs mostly in women and ge per cent. of them are in the ‘hospital 
class’. They are often the workers who have been willing to go on till the last 
Their treatment falls into two groups. 

The continuous elastic adhesive occlusive dressing gives support and aids 
circulation. By pressure it obliterates the adjacent veins, whilst by occlusion 
it prevents secondary infection and, hermetically sealing the area, it finally 
sterilizes the existing organisms and allows clean granulating tissue to 
grow. This gradually fills up the deep cavity until it is almost flush with the 
skin. This method produces improvement in many cases, and cures some 
It is time consuming and may require months of visits. It is wearisome to 
most patients except those whose hobby is the excitement and gossip of the 
follow-up clinic, but it does allow treatment to continue without the woman 
having to give up her employment or having to leave her home and children 
In many cases therefore it is not the best treatment but the most expeditious 
available and it allows treatment to start at once. ‘This is an important con- 
sideration in these days of long waiting lists, especially when it is re- 


admission for treatment of varicose veins. All too often the admission of 
these unfortunate patients is repeatedly deferred. When finally admitted 
after waiting for anything up to two years—instead of being a clean excision 
the case is often complicated by infection and ulceration. 

Ihe second, and sounder, form of treatment for the ulceration case ts 
operation. ‘This requires admission to hospital, removal of the main veins 
and, most important of all, the raising of the ulcerated and surrounding area 
en bloc from the deep tissues, with consequent severing of all the com- 
municating veins which have been causing this state of stagnation. With the 
ulcerated area now healthy so far as circulation is concerned, the ulcer 
usually heals, though a skin graft may be required. ‘This is a sound pro- 
cedure but it requires time and patience from both surgeon and patient—-rare 
commodities from both at the moment. It also requires a bed and a period 
off work 


THE @DEMATOUS LEG 
This is a difficult problem and one in which medical treatment, no matter 
of what type, can be disappointing. Often the edema has become organized 
and the process irreversible. With infection, lymphangitis and lymphatic 
obstruction have supervened and the edema is thus a combination of many 
causes. It is interesting to note that there does not seem to be any direct 
link between edema dermatitis and ulceration. Severe persistent ulcera- 
tion may be found in a thin leg with no edema, whilst gross edema, and 


consequently an unhealthy skin, can be encountered without ulceration 
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The most dithcult problem of all, from the point of view of treatment, is a 
combination of edema and ulceration 

To search for varicose veins in the fat leg by guesswork or memory is like 
threading a needle in the dark and it is doomed to failure. Groin ligation is 
justifiable: it is simple and safe, but only occasionally successful. Popliteal 
ligation has not lived up to the promises made for it and to tie a vein that is 
so variable in size, site, numbers and tributaries must give divergent results 
For these cases the elastic stocking and the mesh bandage have still some 
thing to offer and, if the bed is raised a few inches at the foot at night, this 
allows the patient at least to start the day with lighter legs. Sympathectomy 
has not helped greatly but in certain cases, even of long standing, anti 
coagulants have helped considerably. ‘The results of anticoagulant therapy, 
however, are difficult to assess as the patients are usually benefiting also 
from the simultaneous rest in bed. Removal of the visible veins should be 
carried out if they can be found or if they can be felt as soft canals in the 


legs, with the edges as a rule hard and rigid 


PIGMENTED LEGS 


Chese are difficult at times to explain. One often sees the shrivelled-up old 


paticnt, as active as a bee, with the lower third of each leg like Spanish 


mahogany. ‘There is little, if any, underlying vein to be seen. Are the brown 
stains derived from hamatoidin or some other blood derivative, or are they 
in some way related to melanin in origin? Without obvious varicose veins 
radical surgical treatment is not indicated, but the condition must give rise 


to mutual anxiety for doctor and patient 


TREATMENT 
It can thus be seen that the patient with enlarged leg veins may present 
with varied symptoms from various causes in different stages of advance- 
ment. A diiferent regime is required in many cases and the prognosis will 
vary from excellent to poor. ‘The essentials required by the doctor are a 
sound knowledge of pathology and a smattering of psychology, together with 
the rudiments of obstetrics and a fully paid premium in a medical defence 
ociety. Some cases require no treatment. Meddlesome surgery is never good 
If the patient is going to Katmandu or Tristan da Cunha, preventive 


10! migt I be allowable 


SUPPORTIVE TREATMENT 
Chere is a place for the elastic stocking lhis may be short (below the knee), 
or to midthigh; im the latter case it must be kept tight by suspension from 
the corset. In some cases with skin irritation it may be necessary to wear a 
cotton or silk stocking next to the skin. Recent changes in the material used 
have added greatly to the comfort of the elastic stocking. It is now less 
irritating, more porous, more elastic, longer lasting and, with a two-way 
stretch, non-wrinkling and almost invisible. What more could anyone want? 


Finally, they are supplied at a reduced rate by the Welfare State 
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Some people still prefer the roll-on bandage: the pressure can be adjusted, 
the length can be corrected to suit the particular leg, and it can be altered, 
tightened or loosened with the leg as it swells during the day. The old 
rubber bandage has gone. ‘The new bandages, e.g. ‘elasto-net’, ‘elast-crépe’ 
which hold firm, do not wrinkle or slip and are the same colour as the skin, 
are most popular. The crépe bandage still has its uses, but a word of warning 
is necessary: some crépe bandages appear on the market marked ‘sub- 
standard’. Great care is needed in putting these direct on the skin. I have 
seen two cases with large pressure sores—-both on the forehead where they 


were put on to hold a dressing in place. One case came to litigation 


INJECTION TREATMENT 
The injection treatment of varicose veins came into vogue well over a 
century ago——on a wrong hypothesis. ‘To be ultra-safe and cause no damage 
a 60 per cent. to 8o per cent. solution of glucose was used. ‘This was exactly 
what was not wanted. It caused a smooth thrombus in an undamaged 
vascular wall and so prepared a suitable missile to be launched free into the 
blood stream. ‘The results were, what one would have expected: many fatal 
emboli. ‘This method was discarded for nearly a hundred years, when it was 
again resuscitated—-this time on a more scientific hypothesis: i.e., that it 
was sclerosis of the vein wall, with destruction of the intima, and occlusior 


1 fone 


the vein by the two opposing walls adhering, that was necessary, and fo 
this the one essential was an empty vein. The successful injection of a 
varicose vein depends upon the empty vein technique 

Many solutions have been used: e.g. quinine and urethane, salicylate of 
soda (20 per cent. to 30 per cent.), sodium chloride (20 per cent.), lithium 
salicylate (30 per cent.), sodium morrhuate (5 per cent.). By their number 
and variety they show that perfection has not been reached, but often it is 
imperfect technique and the incorrect choice of case that are at fault rather 
than the effectiveness of the sclerosing drug. ‘The essentials are a solutior 


+ +) 


that is destructive to endothelium and yet will not cause necrosis of the 
wall with perforation, extravasation, leakage and subcutaneous abscess and 
skin gangrene. If the empty vein technique is used the action is more de 
pendable, as the solution is not diluted to an unknown extent, which is the 


cause of the many irregular results found, varying from no effect at all to 
an alarming length of vein thrombosed and sclerosed 

he dosage can naturally be much smaller with this technique. Little or 
no thrombus is left in the vein and so canalization later is less likely to 
happen. If there is recurrence, it is usually due to refilling by the connecting 
veins of a section of a vein not obliterated, and with so many alternate 
channels this possibility can always occur. A small quantity into the empty 
vein is much better than a large quantity into a dilated vein when dilution 
is an unknown quantity. To what extent there is leakage of this sclerosing 
agent into the communicating veins and deep veins is hard to state but if a 


radio-opaque solution, e.g. ‘perabrodil’ or uroselectan, is mixed with the 
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sclerosing agent the venogram can present quite an alarming picture 

It is the undependable extent of the sclerosis and its possible extension 
to the deeper circulation that prevent this form of treatment from being the 
method of choice for varices in all stages and at all ages. It is difficult to 
get a solution that will damage the wall of the vessel and yet, if it leaks out, 
will not damage the fat, with its well-known lack of resistance and poor 
pewers of recovery. Quinine and urethane is for many the solution of 
choice. It must be used hot, and it gives a finished clot which is much 
superior to the others. Some interesting work was done some years ago 
when the sclerosed vein was resected and a careful comparison made 
histologically of the result of some half-dozen substances. The quinine 
urethane clot remained firm, fixed, and sterile and was given first place. It 
has disadvanta:es: cinchonism and alimentary, uterine, and vesical colic. It 
is therefore contraindicated in pregnancy, and in all women a word of re 
assurance about uterine colic and slight metrorrhagia must be given. As with 
all injections, vasovagal attacks can occur and to have to cope singlehanded 
with a prostrate patient in one’s consulting rooms after an injection is never 
a pleasant experience. Quinine and urethane is most effective but, when it 
leaks, most destructive, so that it should not be given unless the ad- 
ministrator’s venopuncture technical abilities are beyond reproach. If there 
is any doubt then another agent should be used: e.g. sodium morrhuate, 
with which leakage is less disastrous but the sclerosis less effective Acute 


pain is a signal to stop at once 


The worst drug ulcer that I have seen was just above the knee where a ureterix 


catheter had been passed from the groin down the saphenous vein and the solution 
injected. It caused an immediate necrosis of the wall with considerable sloughing 
and gangrene of the skin. The wall in that area was quite undamaged 

The injection treatment of veins is not unlike swearing in court—the 
vein, the whole vein, and nothing but the vein—and the invocation to the 
deity might also be added——especially in this era of litigation. It should be 
unnecessary to remind readers that carbolic is never used, but there is so 
much loose thinking on the subject and apparently there are still many who 
are under the false impression that the injection of piles and varicose veins 
is on the same prin iple It is not perhaps out ol place to point out that the 
injection ‘treatment of varicose veins is intravenous and that the aim is to 
cause intravenous sclerosis, whereas the treatment of piles is a peri-venous 
infiltration which, by the production of a fibrosis, causes pressure and 
collapse of the plexus of veins 

Oo far as technique is concerned, some doctors stand the patient on a 
couch; if so the couch must be against a wall. If it is in the middle of the 


floor there is nothing more distressing than to find oneself holding the 


patient by the ankles firmly but fruitlessly, while she is taking a headlong 


dive over the far side of the couch. It is better for them to slump forward 
over the operator The great drawback ot the standing method, however, is 
that the veins are fully engorged, and the result therefore variable or, if 


successful, the leg is marked by a hard thrombosed vein 
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The best position is for the patient to sit on a couch—a high one if possible, the 
doctor on a seat or stool—a low one if possible. The patient's legs are dangling over 
the edge and the veins are visible. The area chosen is cleaned with ‘cetavlon’, spirit, 
or any antiseptic of choice. The syringe with the agent of choice is already filled 
The smallest available needle is used and it enters the vein with the open mouth 
of the needle towards the skin; if this is done it is less likely to pierce through to 
the opposite w all of the vein. With the distended vein the needle enters easily now 
the leg is raised and a second or two is given for the vein to empty and then the 
injection is made. The needle is withdrawn, a pledget of cotton-wool placed over 
the puncture and the limb kept raised and finally lowered to the horizontal on the 


eouch 
Sclerosis is not immediate, and to keep the vein walls together it is best 


to put on a comfortably firm bandage—this may be a crépe bandage, or one 
of the elastic adhesive variety. The latter can be applied with the sticking 
surface to the skin which when removed from the hairy leg some days 
later gets little if any approbation for the doctor. If, on the other hand, the 
bandage is applied with the sticky surface outwards a firm, well-moulded 
bandage results which can be removed with one sweep of the scissors when 
required. The outer ‘tacky’ surface can quickly be dealt with by rubbing it 
either with some ordinary talc or dusting powder, or else with a ball of 
cotton-wool, Either of these methods is so effective that the patient can at 
once put on a pair of nylon stockings without fear of damage. It is better for 
the patient to walk after the injection rather than go straight home by car 
this helps the deeper veins to keep clear. It is sometimes better for the 
patient to have five to ten minutes’ rest, just in case any lightheadedness 
appears; this is particularly important if the patient is driving a motor 
Car 

There are two schools of thought regarding the site of the first injection 
one prefers to give the first injection high in the groin and the other low 
towards the ankle. Group one consider that if an early block is obtained it is 
like tying the saphenous at the groin and so the remaining vein is more easily 
visualized and escape of the fluid past the block is less likely. Group two 
dislike this method. They consider that, if given high, the solution must 
pass into the deep femoral vein, giving rise to possible trouble, or else be 
swept into the general venous system and give no local results at all. Further, 
they dislike this method as it makes the vein below permanently distended 
and more difficult to empty for the subsequent injection so that the empty 
vein method is difficult to carry out. To start below has the advantage that 


one injection may be almost all that is necessary and the effectiveness of the 
solution and its reaction on the patient are more easily judged: it is less likely 


to be shot rapidly into the circulation. 

The second injection should not take place in less than fourteen days, 
and care should be taken to avoid the menstrual period. A delay of this 
length will show how much of the vein has been dealt with: the tender vein 
has settled and the sclerosis may extend after a few days. It is easier to judge 
the probable dosage required for the residual portions. 

Although quinine and urethane has its unpleasant side-effects, so have 
almost all the other preparations. Whatever preparation is used, an injection 
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must never be made without keeping in mind the rare, but unpleasant, 
anaphylactic reaction that can take place, accompanied by fainting, collapse, 
and even worse 

The combination of ligation and injection by means of a cannula or 
catheter passed down the vein as far as its valve or curves will allow, was 
favoured at one time. It carried the disadvantages of both methods. In my 


opinion it is a bad method 


SURGICAL TREATMENT 
The surgical treatment of varicose veins by cutting the veins has gone 


through many phases 

First, multiple circumcisions of the limbs at different levels, in which the cutaneous 
nerves, innocent offenders, often suffered with the guilty party, have long passed 
out of use. The long spiral incision which slowly mounted the leg from ankle to 
groin like a snake was practised on the continent till recent years. The multiple 
tying of obvious veins is still the method of choice in many places—and the open 
dissection of large clusters of veins when discrete masses are seen. The Trendelen- 
burg operatior tying the vein in the groin only—on the assumption that if back 
pressure from the groin was removed the vein would collapse, was thought by many 
to be sufficient even without distal ligature. Minor operations, such as subcutaneous 
ligature without cutting the skin, and even diathermy have been tried. Mention has 
already been made of the direct attack, through the popliteal fossa, on the deep 
vein. This has not confirmed the earlier promises made for it 

At the moment, and probably justifiably, vein stripping is back as the 
popular method of choice. Its value is that it not only removes entirely the 
dilated subcutaneous veins but it tears across the communicating veins 
which are the main cause of recurrence. Unsuitable instruments, faulty 
technique, and the fear of the hamatoma in the long subcutaneous fatty 
channel rather cast a slur on this operation. Correctly carried out the 


operation 1s quick and most effective 

The main points are (1) Correct choice of vein extractor. The old rigid steel 
rod of Babcock has been replaced by a thin flexible wire with an acorn-shaped end 
so that it can thread its way down the most tortuous of veins. (2) The operation must 
be done with the table acutely tilted, head down, so that little or no bleeding takes 
place into the vein bed. (3) The extractor, having been inserted into the open end 
of the saphenous vein in the groin, is passed as far distally as possible. Some time 
may have to be spent to circumnavigate the various angles. When the olivary end 
is felt to go no farther, a transverse incision is made and the vein exposed. The lower 
end is then tied and the upper end ts tied tight round the vein extractor so that when 
the pull is exercised at the groin end the whole vein is pulled from below as a long 
thin tube telescoped on the instrument. If only one or two inches are pulled up at 
first, it is possible there and then to do the final skin closure of the lower wound 
This means that when the vein is finally pulled up, the leg can be at once (almost 
simultaneously) bandaged from ankle to groin so that the dreaded hematoma does 


not get a chance to appear. A few stitches in the groin wound complete the operation 


CONCLUSION 
The treatment of varicose veins is a challenge to one’s intelligence. The 
various available methods of attack must be used sensibly with an under- 
standing of the pathology involved and the conditions causing the varicose 
veins. Treatment must be given with humility, for the results are still in 


many cases disappointing and, unfortunately, no reliable cure is yet available 
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[HE adjective ‘varicose’ is nowadays deemed to be inappropriate, as in 
many patients with a varicose eczema or ulcer there is no obvious sign of 
varicose veins. The terms stasis or gravitational ulcer and eczema are 
therefore being used to an increasing extent. It is important to remember 
that the appearance of these diseases is not dependent upon enlarged super- 
ficial veins, but upon the inefficiency of either the deep or the superficial 
veins or of both. Only too often any ulcer or eczema affecting the legs is 
diagnosed as a varicose one; yet it is obvious that without accurate diagnosis 
rational treatment is impossible. It is therefore advisable to consider the 
development and course of these diseases, by quoting the keen observations 
of Kaposi (1880) who wrote: 


An individual who has become affected by varicose veins at an early period of 
life, one who has acquired them from some manifest cause a female who 
after pregnancy, has dilatation of the veins and as a shopwoman, washerwoman 

ok, etc., is also obliged to stand a great deal; in short, anyone who is from an 

ise suffering from varicose veins, will after the lapse of some years complain of 

hing of the skin. On examination, we shall find in addition to the varicose veins 
maller and larger excoriations on the lower extremities, isolated papules, pustules 
crusts, streaks and spots of pigment Itching is the first cutaneous symptom set 
ip by the varicose state of the veins. The appearances above mentioned are only the 
econdary results of the itching and the direct consequences of scratching 


(his paragraph illustrates several important points: the indication that 
incompetent veins are often found at an early age, i.e. are an inherited 


} 


characteristic; the importance of a pregnancy, which has been responsible 
tor increased intra-abdominal pressure, or thrombophlebitis; or of work 
which entails much standing; and the reference to itching and consequent 


infection of the skin 


THE ETIOLOGY OF VARICOSE ECZEMA 
lhe etiology of varicose eczema is comparatively simple: it can be con- 
sidered primarily as a post-traumatic infective eczema located on an area 
of skin devitalized by an inefficient circulation. Sometimes the trauma has 
been a single injury, such as a blow on the shin, but more often it has been 
the scratching or rubbing of the pruritic skin (fig. 1). Often in giving the 
history, a patient will remark that the first sign of any skin trouble was 


itching of the skin over varicose veins, after which the eczema appeared 


This original patch of infective eczema may be present for weeks or months, 


until other cutaneous areas become sensitized, either to toxins from the 
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infecting organisms or to local applications such as antibiotics. As Bender 
et al. (1go1) and more recently Storck (1954) have shown, filtrates of the 
offending bacteria will provoke a positive patch-test on the arm or back of 
the patient, just in the same way as a patch-test to the drug responsible for 
contact dermatitis (e.g. penicillin or streptomycin ointment) will show 
a positive reaction. 

Once the skin has been sensitized to either bacterial or chemical toxins, 
multiple cross-sensitiz- 
ation may occur, and 
thus cases of varicose 
eczema are notoriously 
prone to develop con- 
tact dermatitis to many 
medicaments lhese 
toxins are also liable 
to produce ‘absorption 
rashes’, in the form of 
intensely pruritic ery 
themato-papular erup- 
tions, which may be 


(b) 


generalized though they 


! (a) Varicose eczema on skin over varicose veins 1] | 
The patient attributed the eczema entirely to scrat hing usually involve only the 


this pruritic area. (b) Infra-red photograph of the anterior aspect of the 
—- < PORN TRING the subx ucansous — forearms and the neck 
In other cases, extension of the infective process may lead to lesions 
of infective eczema, particularly in the flexural areas such as the 
retro-auricular region. The primary eczema itself may gradually extend, 
partly through the local infection, partly through contact dermatitis, until 
the whole lower extremity is red and weeping—the typical ‘red leg’ or 
what used to be called ‘eczema madidans’. The more intense the itching, 
the more is it necessary to consider the likelihood of psychosomatic factors 
being involved, but if this pruritus is of a hot burning nature, contact 


dermatitis to some medicament must be suspected 


DIAGNOSIS OF VARICOSE ECZEMA 

The diagnosis of a varicose eczema is not so easy as it would seem, for the 
presence of varicose veins does not necessarily mean that the patient has 
a dermatitis due to them, and many patients have dermatoses of the lower 
legs quite unrelated to their prominent veins 

Although contact dermatitis is extremely common in association with 
varicose eczema, yet it may be present per se, perhaps due to the dye of 
socks or nylon stockings, or even to the rubber in elastic stockings used for 


the support of veins. Whilst most cases of varicose eczema can be considered 


as examples Oo! post-traumati infective eczema, the latter can occur without 
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the presence of such veins, and clears without supportive measures. Not 
infrequently, the intensely itchy, oval or linear plaques of lichenified skin 
called circumscribed neurodermatitis, or lichen simplex chronicus, can be 
mistaken for varicose eczema and, in fact, can appear following the rubbing 
of a pruritic area of skin on a varicose area—-but the treatment required is 
very different. Occasionally, the ‘crazy-paving skin’ occurring on the shins 
of elderly people is labelled varicose for no good reason, whilst lichen planus, 
fungus infections usually secondary to Tinea pedis, and necrobiosis lipoidica 
diabeticorum have all on occasion been swept into the same fold. 


TREATMENT OF VARICOSE ECZEMA 

The treatment of this form of eczema is precisely the same as for post- 
traumatic infective eczema, except that it is advisable to have the crural 
venous system thoroughly investigated, so that the best method of controlling 
the stasis can be found. In many cases eczema and ulcers have developed 
following the injection of superficial veins in patients whose deep veins 
were already overloaded and inefficient. These investigations are best 
carried out by a surgeon particularly interested in the subject, and may 
include not only tests such as Trendelenburg’s and Perthes’, but more 
complex ones such as venography and the walking venous pressure test 

In the dermatological treatment, some simple rules should be borne in 
mind. As infection is present, local antiseptics are indicated but, because 
of the possibility of contact dermatitis, must never be used in high con- 
centration ; the antibiotics particularly must be used with caution. As a rule, 
eczema of the legs is intolerant of greasy applications, so that lotions, paints 
or thick pastes are indicated. 

As the first stage of treatment, wet dressings are usually advisable. If 
much septic infection is shown by the presence of pustules, crusting or 
a spreading undermined edge, wet dressings of silver nitrate (0.25 to 0.5 
per cent.) are indicated. If the evidence betokens contact dermatitis more 
than infection, wet dressings, made up as follows, are more suitable 
5 per cent 


10 per cent 
to 100 per cent 


Strong solution of lead subacetate 
Zinc oxide powder 
Distilled water 


Meticulous care in the application of these dressings is essential, and this 
applies particularly to the silver nitrate solution which, if improperly used, 
can provoke intense reactions. These dressings must be kept wet all through 
the day and night and therefore a waterproof backing is necessary. Both 
silvet nitrate and the lead subacetate have a somewhat astringent effect, so 
that the skin under the dressings does not become macerated. The wet 
dressing itself may consist of any absorptive material such as white lint, 
surgical gauze or, best of all, old soft linen or calico and should be applied 
as strips three or four inches in width, wrung out of the lotion which has 
been poured into a small bowl. These strips are then completely covered 
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by waterproof material by a margin of at least half an inch, and should be 
changed at least twice daily. The dressings are kept in place by a firm sup- 
porting bandage applied from the toes to just below the knee, or by ‘tube- 
gauz’ which exerts a certain amount of compression on the veins 

When the affected skin has been dried and tanned by the wet dressing, 
Lassar’s paste can be used. It should be spread on strips of old linen or 
calico, and changed twice daily, too much cleansing of the skin with either 
olive oil or soap and water being avoided. After ten to fourteen days of 
these spreads, 0.5 per cent. crude coal tar can be added to the paste, or the 
crude tar itself used as a paint. The latter should be applied thinly with 
a stiff brush, and after five or ten minutes dusted thoroughly with talcum 
powder and then covered by a soft dry dressing. The skin is left alone for 
forty-eight hours when a spread of Lassar’s paste is used and repeated 
twelve hours later. Next day, the old tar and paste is removed delicately 
with olive oil and soap and water, and the painting is repeated 

An alternative method is to use one of the aniline dyes such as gentian 
violet (0.5 per cent.) on alternative days with spreads of the Lassar’s past« 
Once the skin is healing well with no exudation, spreads of 0.5 per cent 
crude tar in Lassar’s paste can be used 

In cases in which the infective element is pronounced, with no sign of 
contact dermatitis, the quinoline derivatives are often effective, but must be 
used with caution. Suitable preparations are 3 per cent. ‘vioform’ ointment 
(Ciba) or 3 per cent. ‘steroxin’ ointment (Geigy) in equal parts of zinc or 


Lassar’s paste 


ETIOLOGY OF VARICOSE ULCER 

All or some of the following may play a part in the formation of a varicose 
ulcer: heredity, thrombophlebitis, trauma, occupation, obesity, vascular 
disease, sex hormones 

Heredity..-Many writers have stressed the frequency of a familial ten 
dency to either varicose veins or ulcers, and every practitioner can easily 
recall such examples. In a recent survey, Anning (1950) found this tendency 
In §1 per cent. of §25 patients 

Thrombophlebitis.._For many years it has been realized that thrombosis 
of superficial varicose veins often predisposed to ulcers but only recently 
has the importance of deep thrombophlebitis been recognized. For instance, 
Anning (1952) records that in 715 patients, 569 (79.6 per cent.) had post- 
thrombotic ulcers, whilst Gilge (1949), in a series of 262 patients with stasis 
ulcers, found that 37 per cent. were post-thrombotic and 63 per cent 
varicose in origin 

Trauma..-Many people give a clear history of the onset of a leg ulcer 
following injury of many diverse kinds—usually a blow around the ankle 


from some solid object such as the step of an omnibus, but sometimes 


subsequent to a fracture or even the injection of veins (fig. 2) 
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Occupation undoubtedly plays a most important part. Prolonged standing 
combined with lack of muscular contraction is commonly found, and it is 
no coincidence that many patients with leg ulcers tend to be of a lazy 
disposition, though there are many exceptions to this. 

Obesity may to some extend depend upon the patient's lack of energy, 
but many only become obese after their movements have been circumscribed 
by their disability. 

Vascular disease is obviously present in all these cases, but it appears 

possible that arterial as well as venous changes may occur in many patients 
with varicose ulcers. In a comparison of 172 female patients with a large 
unselected group of American women, 
Anning (1949) observed a signi- 
ficantly higher proportion of hyper- 
tension in the ulcer patients compared 
with the control series. 

Sex hormones.—It is common know- 
ledge that varicose ulcer is much 
commoner in women than in men. 

This discrepancy is to a large extent 
accounted for by the number of 
women who have had thrombophle- 
bitis during or after pregnancy. This, 
however, does not explain all cases, as 
varicose veins often appear at puberty 
and in the early months of pregnancy, 
before any evidence ot interference 


with veins can be detected. 


THE DIAGNOSIS OF VARICOSI 
ULCER 
é 2 Varicose ulcer in a character 
he diagnosis of varicose ulcers is istic location, associated with 
often fraught with difficulty, as so many eczema. This patient gave a hist 
. ; of an inherited tendency, of thro 
ulcers ol the leg can simulate them bophlebitis during pregnan and 


closely. If the ulcer appears on the skin of trauma, but attributed relapses 
of both ulcer and eczema to marit 

above or below the medial or lateral unhappiness 
malleoli, then it is most likely to be 
a gravitational one. If, however, the ulceration occurs over the shin or or 
the calf, this diagnosis must be looked upon with suspicion until other 
possible causes have been excluded. 

It should be simple to eliminate tropical diseases, as most of these, such 
as yaws, tropical and diphtheritic ulcers, are rarely found in this country 
but leprosy and South American leishmaniasis can produce lesions not 


unlike varicose ulcers, and have on occasion been mistaken for them. Blood 


dyscrasias, for example polycythemia, congenital haemolytic anaemia and 
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sickle-cell anamia. are uncommon causes of crural ulceration, but patients 
with ulcers of the leg due to scurvy are still occasionally seen. Pyogenic 
infection may produce ulceration, but the only type of this liable to be 
mistaken for varicose ulcer is ecthyma, due to a hemolytic streptococcus, 
though the dirty vellow crust with its underlying lake of thin pus forms 


a distinctive picture 
Syphilitic gummas are still occasionally seen on the skin around the ankles 


but a positive serological reaction does not necessarily indicate that an 
ulcer is due to syphilis, and diagnosis rests mainly upon the clinical and 
histological appearances (fig. 3). Likewise, tuberculous ulcers of the gumma 


tous type may occur on a varicose area, but the ragged undermined margins 


1a induratum (Ba 


should ind 1¢ advisability of a biopsy. Erythema induratum, or Bazin's 


disease (fig. 4), is situated on the posterior aspect of the leg below the calf; 


the dusky red indurated nodules may break down to form typical tuber 
culous ulcers. Nodular vasculitis (erythema induratum of Whitfield) may 
appear anyw here on the legs or arms, but most often is found on the posterior 
aspect of the legs. When these hard nodules soften and discharge, the 
resultant ulcers do not have the appearance of gravitational ones although 
often situated on limbs with engorged veins. The superficial ulceration 
occasionally seen in forms of perniosis like erythrocyanosis crurum ought 
not to be misdiagnosed, but occasionally this has been done 

The presence of exuberant granulation tissue with an ulcer suggests 


either the presence of a squamous-cell carcinoma, or a pseudoepithe lhomatous 
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hyperplasia which might be due to the ingestion of a drug, particularly 
bromides, iodides (fig. 5) or phenolphthalein. In such a case a biopsy is 
strongly indicated. The possibility that an ulcer is due to a self-inflicted 
injury, i.e. a dermatitis artefacta, must be borne in mind, especially if the 
patient is a hysterical person or a malingerer. The application of a copper 
coin on abraded skin for forty-eight hours can produce a clean-cut deep 
ulcer which will not heal until the trick has been exposed. 

Many leg ulcers are due to arterial disease. They may be found on any 
part of the lower limbs, but most often occur on the front of the shins 
(fig. 6) and intense pain is a characteristic symptom. As mentioned pre- 
viously, degenerative arterial changes are often present in patients with 
varicose ulcers. Trophic ulcers may appear on the leg after gross trauma 
(fig. 7) or nervous disease such as 
syringomyelia or neoplasms affecting the 
spinal cord, and diabetic ulcers may 
be included in this group. These 
ulcers generally start as non-inflamma- 
tory bulla which burst leaving 


indolent ulcerated areas. 


rREATMENT OF VARICOSI! 
ULCERS 
General treatment is seldom of great 
value A reducing diet for those who 
are grossly overweight is indicated, 
although many of these patients will 
revert to their old habits when 
medical supervision has been relaxed. 
Occasionally thyroid extract appears to 
be of use in heavy people, whilst 


duc 


vitamin E, strongly advocated by GE REE can ge 
Burgess and Pritchard (1948), sometimes the ingestion of bromides 
seems to stimulate healing of ulcers, 
especially those occurring in spare individuals. It is usually prescribed 
in the form of ‘ephynal’ (Roche), 200 to 300 mg. daily by mouth 

Relief for the distressed veins is of paramount importance and must be 
obtained either by complete bed rest or supportive treatment. Few patients 
can obtain absolute rest in their own homes, so that admission to hospital 
is often indicated for severe or resistant cases. With this confinement to 
bed most ulcers heal steadily on simple treatment 

The necessity of support for the veins of the ambulant patient has been 


recognized for hundreds of years. In fact, some of the older methods of 


bandaging were more efficient than some of the modern poor-quality crépe 


bandages and ill-fitting elastic stockings. The best bandage is still the elastic 
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web one, but, though most men wear these willingly, few women will, as 
they are somewhat conspicuous. The introduction by Unna of his ichthyol 
gelatin paste marked a definite advance and it still has its useful place, 
although it has been to a large extent superseded by the similar, but more 
easily applied, ‘viscopaste’ and by ‘ichthopaste’ bandages. ‘The latter 1s 
particularly useful in patients with an eczematous tendency, but it must be 
applied with meticulous care to obtain the best results 

The introduction of ‘elastoplast’ by Dickson Wright (1930) was a great 





eel 
Fic. 6.—Uleer over the shin due to Fi 7 Trophic ulcers on grafted ski 
gross vascular disease. On admus associated with sensory loss, follow 
m t hospital both legs were ing a severe injury with loss of skin 
vered with multiple deep ulcers and muscle 


advance in the treatment of stasis ulcers, and the risk of an eczematous 
reaction can be minimized by using it reversed. The new porous adhesive 
elastic bandages still produce their quota of contact dermatitis. Devices 
such as sponge rubber pads can be used to exert compression over clean 
ulcers, but it is more important to employ them to pad the natural hollows 
such as those near the malleoli. Bisgaard (1948) recognized the importance 
of this in recommending pads of wadding to be applied over the course of 
enlarged veins and in the hollows. His method of treatment contains 
nothing specifically new, but offers a scheme of therapy which gives sound 
results, but which may be difficult to carry out in patients far from hospital 
He advocates deep massage to the feet, ankles and edematous parts of the 


legs, followed by padding and the application of an elastic web bandage 
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Local applications.—When eczema is present, the ulcer can be treated 
with 0.5 per cent. silver nitrate, or lead and zinc soaks, as described pre- 
viously (p. 278), and healing with these is often satisfactory. ‘There has 
been a vogue for the use of antibiotics but healing rarely seems to depend 
upon the sterilization of the ulcer, and the risk of sensitization to strepto- 
mycin and penicillin is considerable. Simple protective pastes such as 
Lassar’s are just as efficacious in the ordinary case. Stimulating prepara- 
tions, e.g. red lotion or 2 per cent. scarlet red paste, may be indicated in 
indolent ulcers. Adequate supportive measures or rest in bed are more 
important than medicaments. 

Surgical treatment.—-It is presumptuous for a dermatologist to invade the 
province of the surgeon, but it ts advisable for both to work together and 
to pool their knowledge. It is now generally agreed that sympathectomy 
seldom leads to a permanent cure in stasis ulcers, and that amputation 
undoubtedly gets rid of them, but is never satisfactory either for the patient 
or the surgeon. For the deep chronic ulcer, complete excision and a full- 
thickness graft may be needed, but in most cases a pinch or razor graft 
after cleaning of the ulcer gives a good result. Amnion grafts have their 
advocates and often yield excellent results 


Grateful acknowledgment is made to Dr. Robert Lees for the loan of fig. 3; to 
the Photography Department, Bangour Hospital, for fig. 4; and to the Photomicro 
graphy Department, University of Edinburgh, for photographing the other cases 
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THE SURGICAL TREATMENT OF 
ARTERIAL ANEURYSMS 


By CHARLES ROB, M.C., M.Cutr., F.R.C.S. 
Professor of Surgery, St, Mary's Hospital 


Tue modern methods of blood-vessel reconstruction have altered the 
treatment of aneurysms to such an extent that lesions which were con- 
sidered untreatable five years ago can now be removed. Today the majority 
of aneurysms, apart from those within the skull and involving the first 


portion of the thoracic aorta, can be excised and the blood flow restored by 


a reconstruction operation. It is important to realize, however, that this form 
of treatment, although the scope has been greatly increased and the tech- 
nique altered and modernized, is not new and that several aneurysms had 
been excised and the blood flow through the artery restored in the years 
before the 1914-18 War. 

In 1913, Lexer reported that he had resected three aneurysms of peri- 
pheral arteries and restored the blood flow in each case with an autogenous 
vein graft, and in the same year Pringle of Glasgow recorded two successful 
cases. 

The subsequent history of Pringle’s two patients is of interest. The first worked 
for more than three years after a popliteal aneurysm had been resected, and both 
ankle pulses were present at the time of his death from heart disease. In the second 
the operation, a saphenous vein graft to the brachial artery of a blacksmith, was so 
successful that the patient was able to join the army in 1914 and serve as an infantry 
soldier until he was killed in action at Gallipoli 

Few blood vessels were successfully reconstructed in the 1914-18 War, 
largely because of wound infections, and the same applied to the war of 
1939-45. It was only in 1949, after the first human blood-vessel bank had 
been established at the Boston Children’s Hospital, that the reconstruction 
of an artery after the resection of an aneurysm became a practical procedure 


for routine use in patients. 


METHODS 

‘Today an artery may be reconstructed after excision of an aneurysm by 
one of the following methods:—/1) Direct suture, (2) an autogenous vein 
graft, (3) a homologous arterial transplant, (4) a prosthesis of plastic cloth 

Direct suture.—In some patients with a saccular aneurysm of the arch of 
the aorta it is possible to excise the aneurysm and suture the cefect in the 
side of the aorta. A number of such cases has been successfully treated in 
this way. In addition it is possibie in an occasional patient with an arterio- 
sclerotic aneurysm of a peripheral artery to excise the aneurysm and perform 
a satisfactory end-to-end anastomosis. The fact that such vessels are often 
lengthened and tortuous permits this after adequate mobilization. 

An autogenous vein graft.—As already mentioned, this type of reconstruc- 


September 1955. Vol. 175 (285) 





286 THE PRACTITIONER 


tion has been performed sporadically during the last 45 years and it is still 
a satisfactory method of restoring the blood flow after an aneurysm of a 
peripheral artery has been resected. In theory an autogenous vein graft has 
many advantages: it survives and forms a permanent living union with the 
host artery, an artery bank is not needed and, if the saphenous or external 


Fic. 1 


Fic. 1 \ large upper abdominal aneursym in a man, aged 32, with a strongly 
Wassermann reaction. This was resected and a homologous arterial transplant 
under hypothermia. The patient died four months later from I 
spine in those vertebra which were eroded by the ancurysm and which had | 
rendered ischemic by division of the involved intercostal and lumbar arter« 


wsteomve 


2 The transplant removed after death from the patient shown in fig. 1 
logous arterial transplant four months after insertion looks healthy 


whilst the host aorta shows evidence of the disease which produced the aneur 


jugular vein is used, its loss causes little inconvenience to the patient. In 


practice, however, there are several reasons why autogenous vein grafts 
are not entirely satisfactory: technically they are difficult to insert, the veins 
may not be normal and they are unsatisfactory for use in the aorta or other 
large arteries within the thorax or abdomen because of the risk of rupture 
In our hands the results of arterial transplants have been better, and now that 
we have been able to observe the follow-up on these cases for as long as five 


years we feel that vein grafts should only be used when an arterial transplant 
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cannot be obtained or the surgeon is so experienced in this type of surgery 
that he can hope to get a good result from the more difficult venous graft. 

Homologous arterial transplants.—Our personal experience now extends 
to more than 100 arterial transplants inserted into patients during the last 


five years. Of this group, 42 have been for arterial aneurysms. The trans- 


plant was in each case taken from our blood-vessel bank and had been 
presery ed either in the frozen state or freeze-dried. 

Figure 1 is an arteriogram showing a large aneurysm of the upper abdominal aorta 
involving the coeliac axis; this was excised under hypothermia and a blood-vessel 
transplant inserted. Unfortunately, the patient died four months later from osteo- 
myelitis of the spine where it had been eroded by the aneurvsm. Figure 2 shows this 
patient's aortic transplant in position and it is apparent that it is smoother and more 
healthy in appearance than the syphilitic aorta of the host 

Of the 42 patients with arterial aneurysms which have been resected and 
continuity restored with an arterial transplant, 31 are in good health with a 
transplant which is patent and satisfactory. Seven patients are dead: six of 
these had aortic aneurysms, two of which had ruptured extraperitoneally 
before operation and the transplant had been inserted as an emergency 
measure, three died as a result of the operation and one died a month later 
from a coronary thrombosis. In addition, four transplants inserted for a 
peripheral aneurysm have thrombosed, all in the early postoperative period 
All these patients have retained their limbs but three have symptoms from a 


diminished blood flow. Table 1 summarizes the results in these 42 patients 





No. of 
patients 


26 
(6 died) 
6 


Other vessels 





Che results of resection of neur sel reconstruction by an 


transplant 

Over the same period, 17 aneurysms of these arteries have been seen and 
treated in other ways 

1 prosthesis of plastic cloth._—This type of reconstruction has been the 
subject of experimental work for more than ten years, but it is only recently 
that it has been considered safe for use in patients. In 1952, Voorhees, 
Jaretzki and Blakemore described the use of Vinyon ‘N’ cloth in patients and 
since then a variety of plastic cloths has been used by many surgeons. We 
have preferred orlon cloth but feel that it will probably be improved upon 
In our view, at the moment this type of reconstruction is only satisfactory 
for the aorta and its large branches; vessels of the size of the human femoral 
artery are best reconstructed by other means. ‘To date we have reconstructed 
the aorta of patients on seven occasions with a prosthesis of plastic cloth: 


two were emergency pre cedures for ruptured aortic aneurysms and neither 
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patient survived the operation, but the other five are well with a good blood 


flow. Figures 3 and 4 show an aortic aneurysm which was caused by a 
tuberculous abscess of the abdominal lymph nodes and which has been 
reconstructed in this way; this patient performs a full day’s work in his city 


Fic 3 Fic + 


3 Aortic aneurysm due to erosion of the aortic wall by tuberculosis of the abdomina 
lymph nodes (a very rare event) 


Fic. 4.—The aneurysm shown in fig. 3 has been resected and continuity restored with a 


prosthesis of orlon cloth 


INDICATIONS FOR OPERATION 

In our view an arterial aneurysm which is threatening the patient's life or 
causing sufficient symptoms should be excised and continuity restored by a 
reconstruction operation, exceptions to this being aneurysms of arteries 
which are not sufficiently important to justify reconstruction, aneurysms of 
arteries such as those within the skull where reconstruction has yet to be 
performed, and in patients in whom operation is contraindicated on account 
of the patient’s general health or special features in his arterial system such 
as multiple aneurysms. 

The prognosis of an aneurysm of the aorta was worked out in 1927, by 
Colt. He studied 624 patients with aneurysms of the aorta, 503 of which were 
thoracic and 121 abdominal. The average survival period from diagnosis 
was less than two years, and 82 women lived on the average for three months 
longer than the men. The age of the patient was of particular importance and 
the survival period was twice as long if the patient was over 60 when the 
condition was first diagnosed than if he was 35 years of age or younger. The 
majority of these patients died from rupture of the aneurysm and Colt ex- 
cluded all dissecting aneurysms from his series. This means that an aortic 
aneurysm in a patient of less than 60 years has a prognosis which is nearly 
as bad as that of many carcinomas and that over that age the outlook is poor 
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although many patients have lived for ten or more years with such a lesion. 


THE OPERATION 
Beyond the essential measure of treating the cause, if it be found, there ts 


no efficient medical treatment for an aneurysm. Limitation of activity may 
prolong life by delaying rupture but the aneurysm remains 


16 


wm a number of t 

patient after arterial 
mb. The calf blood 

arrest gives ar 


Fen ra 


f surgery in this field have been directed along various lines 

efforts were designed to reduce the blood flow through an 
aneurysm so that the blood within it could clot. In more recent times other 
methods have been tried, notably excision, procedures designed to reinforce 


the wall of an aneurysm and the reconstruction operations which I have 
already discussed 


Arterial ligature 


- 


Through the centuries an extensive literature has 
accumulated upon this subject, but it is probable that most of the surgeons 


who wrote these interesting historical papers had little practical experience 


ul 
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of the operation. An exception was John Hunter, who based his operation 
on a sound footing: he had tied the femoral artery in Hunter’s canal on six 
occasions before he permitted his assistant, Home, to publish their results, 
and in one case when the limb was dissected after the patient had died 
fifteen months later the aneurysm was found to have thrombosed. Surgeons 


Fic. 6 Fic. 7 
Chis popliteal aneurysm in a patient with tabes dorsalis and a Charcot’s jo 
ruptured and produced a large hematoma 


A homologous arterial transplant has been inserted into the patient showr 


placed the ligatures in a variety of positions relative to the aneurysm. All 


suffered from two disadvantages: if the method was effective in 
producing a firm clot in the aneurysm then the risk of gangrene was con- 
siderable; if the limb survived the aneurysm remained because of the 
efficient collateral circulation. 

In recent years we have seen three patients with bilateral femoral or 
popliteal aneurysms. In each case one artery had been ligated before the 
patient was referred to us: one resulted in gangrene and a below-knee 
amputation was required; one suffered from intermittent claudication and 
in one the result was excellent. We operated on the opposite lower limb of 
each of these patients after the second aneurysm had grown to cause so much 
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disability that surgical treatment was necessary. The results are good. These 


cases have given us an opportunity of comparing with a plethysmograph the 


bleed flow through the limbs of a patient who has had the artery ligatured 
on one side and grafted on the other. Figure 5 is a graph showing the 
difference between the blood flow through the calves of the legs of one of 


these patients after a period of temporary arterial arrest; this is a measure 
of muscle blood flow and this patient suffered from intermittent claudication 
on the ligated side and could exercise his other leg against resistance for 
an indefinite period 

Another method of considerable antiquity was to incise the sac after a 
tourniquet had been placed around the limb, to evacuate the clot and then 
to tie the artery where it entered and left the sac. No attempt was made to 
excise the sac wall; this was packed open and the wound allowed to heal 
by second intention. 

Other methods Acupuncture, wiring, wrapping in cellophane and the 
injection of substances such as dicetylphosphate around the aneurysm with 
the idea of strengthening the wall with fibrous tissue have all been tried and 
found to produce little real benefit. Of these, wiring, which consists of the 


introduction of stainless steel wire into the sac, is probably the best but most 
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surgeons with experience of the method reserve it for those aneurysms which 
are unsuitable for excision and a reconstruction operation. 

Endo-aneurysmorrhaphy.—This operation may be performed in one of 
three ways—restorative, reconstructive and obliterative. In the restorative 
operation the sac is opened after the circulation has been controlled and 
sutures are inserted so that the opening into the vessel is sewn up without 
occluding the original lumen of the artery. Reconstructive endo-aneurysm- 
orrhaphy is a similar operation, except that a new lumen is formed for the 
artery from the sac wall, and in the case of obliterative endo-aneurysmor- 
rhaphy both the sac and the artery are completely occluded. The dis- 
advantage of both the restorative and reconstructive operations has been 
the high recurrence rate. 

Excision without reconstruction.—This operation replaced arterial ligature 
in the treatment of peripheral aneurysms during the latter part of last 
century. It had two advantages: cure was certain and gangrene was no more 
likely to occur. It is still the best way of treating an aneurysm arising in an 
artery which can be sacrificed without risk to the patient. 

Excision with reconstruction.—This has already been discussed and it is 


the best way of treating an arterial aneurysm. Our results to date, which 
extend over a period of five years, support this conclusion. Of 42 patients 
with arterial aneurysms treated in this way, 30 are alive today with patent 
arteries; four transplants have thrombosed but these patients are no worse 
han they would be if their aneurysm had been excised and not reconstructed. 
Eight patients are dead: seven after the excision of an aortic aneurysm which 


in two instances had ruptured extraperitoneally necessitating an emergency 
operation, and two some months later from coronary thromboses. Figures 
6 to 9 are arteriograms showing arteries before and after a reconstruction 
operation. 

CONCLUSIONS 
Aneurysms of small and unimportant arteries may be excised. 

Those involving larger vessels are best treated by excision and re- 
construction of the artery. In our view plastic cloth is satisfactory for the 
replacement of the aorta or iliac arteries and, as it is more convenient, it will 
replace homologous arterial transplants for the reconstruction of these 
vessels. 

For smaller vessels autogenous venous grafts or homologous arterial 
transplants may be used. We have preferred the latter but feel that with 
further progress homologous arterial transplants may be replaced by plastic 
materials for vessels as small as the popliteal artery, thus rendering arterial 
banks obsolete. 
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RENAL ARTERIOGRAPHY 
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RENAL arteriography is a relatively recent addition to the numerous investiga- 
tions that may be undertaken in elucidating various types of renal disease 

In this investigation a series of exposures is taken following the injection 
of contrast media into the aorta above the levels of origin of the renal 
arteries. The first pictures show the anatomy of the arterial distribution to 
the kidneys and any abnormality is readily seen. ‘The later pictures represent 
nephrograms, when all the small vessels in the kidney are filled with dye 
and an image of the kidney is evident. Abnormalities in shape, position and 
size and gross filling defects may be recognized. Finally, a pyelogram may 


be taken as the dye is excreted. 
This article is a description of the method used at Black Notley Hospital, 


with an account of some of the results of the investigations. 


RADIOGRAPHIC TECHNIQUI 

A series of films are taken in rapid succession, with an exposure time short 
enough to prevent blurring from respiratory movements 

A large cassette changer is necessary with a tray big enough to accommodate five 
15 x 12 inch cassettes end on. The cassette tunnel used is shown in fig. 1. It 
measures 50} x 15? x 22 inches. It is constructed of plywood with wooden sides, 
and is fitted with metal angle plates at each side, and also small metal rollers to 
permit smooth running of the tray. Two lead plates, 2 mm. thick, are incorporated 
on the underside of the top of the tunnel at each end as shown, leaving a central 
space of plywood only to permit the x-rays to pass through. A Lysholm grid is 
fixed in this space 

The tray, which is of considerable length and measures 96} x 13} inches, is also 


made of plywood with wooden sides and ends. Metal angle plates are fitted along 
the sides to engage the angle plates on the inside of the cassette tunnel. It is loaded 
with five 15 x 12 inch cassettes placed end on. A block of wood at the propelling end 
holds them in position. Markers of white paint along the sides of the tray indicate 
the starting position, and where to pause as each film comes successively into 
position for exposure 

Che following are the exposure factors for a normal-sized man:—85 Kvp; 100 
milliamps ; 0.5 second; focal film distance 40 inches; tungstate screens. It is recom- 
mended that fast films should be used 

The’ patient is placed in the prone position on the cassette tunnel with 
the legs apart to allow free movement of the tray, and with the renal areas 
carefully centred on the grid. It is advisable to take a test exposure for 
position and density. The operator stands at the propelling end with an 
assistant steadying the other end of the tray. A third assistant makes the 
exposures. In the starting position cassette one is directly under the x-ray 
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tube, while cassette two is screened by the first lead plate. In subsequent 
positions the films immediately adjacent to the one being exposed are 
screened by the lead plates, whilst it is found that those farther away are 
not fogged if a suitable cone is placed on the x-ray tube. 
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Fic. 1.—Cassette tray and tunnel for use in renal arteriography 


As soon as the surgeon gives the signal that the injection is beginning an 
exposure is made and these are continued at one-second intervals as the 
films come into position. 


SURGICAL TECHNIQUE 
Few instruments are required. A 7-inch exploring needle is connected to a 
3-way tap which is connected in turn to a g-inch length of polythene tubing 
leading to a 30 ml. 3-finger ringed ‘Record’ syringe with a central nozzle 
filled with 30 ml. of 50 per cent. diodone. ‘Record’ adaptors fit snugly into 
the polythene tubing which is wired on to them in order to prevent leakage 
at the time of injection. 

The patient is given a general anesthetic and placed prone on the x-ray 
table, lying on top of the box and slide. Aortic puncture is then carried out 
with the long needle. The surface marking for the skin puncture is a hand’s 
breadth from the midline between the roth and 11th ribs on the left side 
of the patient. The needle is introduced at an angle of 45 degrees and is 
pushed onwards until it strikes the vertebral body. It is then withdrawn a 
fraction, the angle narrowed and the needle thrust forward. As it slides 
past the vertebral body the needle encounters the aorta, the resistance made 
by the vessel to the needle as it punctures it may be felt, and the hemorrhage 








RENAL ARTERIOGRAPHY 
from the needle indicates the success of the puncture. The tap on the needle 
is then turned to communicate with the syringe and at a given signal an 


assistant empties the syringe as quickly as possible 


RESULTS 


We have performed this investigation thirty times so that we cannot speak 


with much authority but it appears to us that the results are not difficult to 
interpret and may be of great value in the eventual treatment of the patient. 


> 


grade pyelogram showing do 


arteriogram of the case shown tr y. 2, with chror yyelonephritis in the 
a double left kidne 


The first two films (fig. 2, 3) are from a patient with chronic pyelonephritis 
in the upper part of a double kidney. The retrograde picture shows the 
upper small pelvis and the two ureters joining above the pelvic brim. A 
partial nephrectomy was about to be done and a renal arteriogram was a 
great help. The right kidney has a normal arterial supply from a solitary 
artery but on the side of the double kidney there is a large renal artery 
branching in a somewhat irregular fashion, and in addition there is a leash 
of vessels arising from the aorta at a lower level and supplying the lower 
pole of the kidnev. The nephrogram shows that the double kidney is a 
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rade pyelogram from a case of hypernephroma | 


5 Retrograde pyelogram of right renal cy 


Fic. 7 


Retrograde pyelogram from a case of hypernephroma in the left kidney 


Fic. 7.—Retrograde pyelogram of left renal cyst. 
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single anatomical unit and the two pelves are contained in one kidney. The 

arteriograms were of great assistance in supplying information as to which 

branches of the renal artery to the upper portion of the kidney to tie. 
The diagnosis of a tumour in the abdomen and loin is not always a 


simple matter, even if it be a renal mass. The commonest causes of large 


renal swellings are hypernephroma, 
renal cysts and hydronephrosis. 
Hydronephrosis may be excluded 
by pyelography but it is not always 
possible to decide between a cyst 
and malignancy, and recourse to 
an exploratory operation may have 
to be undertaken, and here, particu- 
larly, an arteriogram is a great 
help. 

The pictures of four cases of 
renal tumour are shown, two of 
which were renal cysts and two 
hypernephromas. Figures 4, 5, 6 
and 7 are retrograde pyelograms 
of the four cases. Arteriography 
does help to decide which is which. 
Figures 8 and gare the arteriograms 
of the case shown in fig. 4 and 
clearly mark it as one of hyper- 

12.—Renal arteriogram 
nephroma. Figure 8 shows a hyper- dinwe im Ge, 5. Lott canal c 
trophied renal artery branching into 
a large number of small arteries, but in a fairly regular fashion. Figure 9 
shows a very disorderly arrangement of new vessels branching out 
over the surface of the tumour. 

Figure 10 is from the arteriogram series of the case shown in fig. 5. In 
this case there is a normal right renal artery branching to the upper part 
of the renal shadow. The branching is quite orderly and there are no new or 
irregular vessels. The nephrogram shows a deformed kidney sitting on top 
of a clear space. The diagnosis in this case was a renal cyst 

The retrograde pyelogram shown in fig. 6 demonstrates a left kidney 
displaced centrally with a fairly regular pattern. The renal arteriograms, 
however, establish the case as ohe of hypernephroma. Figure 11 shows a 
large renal artery branching into a multitude of small and irregular branches 
which supply a vascular tumour associated with the kidney. Little normal 
renal tissue seems to remain on viewing the nephrogram picture. Figure 12 
is the arteriogram that was obtained in the case shown in fig. 7. It demon- 
strates a normal renal artery and branches and a normal nephrogram. A 
diagnosis of renal cyst was made and confirmed at operation. 
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Renal arteriography has also been used to investigate some cases of renal 


tuberculosis, but no characteristic arteriographic features have been 
encountered. The only value of the investigation in this disease is when a 


partial nephrectomy is contemplated. 


COMPLICATIONS 

There has been one death in this series and, although the primary cause 
was never ascertained, the case requires examination 

Ihe patient, an elderly man of about 65, had a large renal swelling and investiga- 
tions suggested that the cause was a renal cyst associated with very poor renal 
function. An arteriogram confirmed this suspicion and the investigation was 
immediately followed by a nephrectomy. There was a fall in blood pressure during 
the operation but the patient rapidly improved and was quite normal on return to 
the ward. He subsequently developed anuria which lasted for two weeks. A diuresis 
was beginning when sudden death occurred due to a pulmonary embolus. Post- 
mortem examination did not reveal any obvious renal lesion to account for the 
1 not exclude the possibility of a reflex anuria following the aortic 


anuria, but coul 
injection 
Since that time, the urine of patients undergoing arteriography has been 


searched for albumin and casts for three days postoperatively and on no 
occasion has any abnormality been found 

Not infrequently there is a slight leakage of blood from the aorta but this 
has never led to any serious or unpleasant side-effects, nor indeed has an 


extra-aortic injection of the dye led to any further complication 


SUMMARY AND CONCLUSION 

A method of renal arteriography is described 
rhe value of the investigation in certain renal diseases is discussed, par- 
ticularly in cases of renal tumour and also when a partial nephrectomy is 

being considered for one condition or another 
One death has occurred but this cannot be ascribed to the investigation 
We would recommend, however, that renal arteriography should not be 
undertaken unless it is likely to render valuable information which will 


be of assistance in the better treatment of the patient 





THE MANAGEMENT OF PSYCHOTIC 
REACTIONS RESULTING FROM 
CORTISONE AND 
CORTICOTROPHIN 


By JOSEPH KELLEHER, M.B., D.P.M. 
AND I. B. SNEDDON, M.B., M.R.C.P. 


From The Rupert Hallam Department of Dermatology, The Royal Infirmary, 
Sheffield 


Estimates of the incidence of psychotic reactions in patients treated with 
corticotrophin and cortisone have varied from 5 per cent. (Glaster, 1953) 
to 10 per cent. (Rome and Braceland, 1952a). In America, when a psychosis 
occurs, the hormone is discontinued and, if the psychosis persists, the 


patient is usually transferred to a mental hospital where electroconvulsive 
therapy is given, usually with success. The treatment of these psychoses has 


not been described in the British medical press. Two cases successfully 
treated in general hospitals are described in this article. In one the cortisone 
was continued and the psychosis was controlled by sedation; in the other 


convulsive therapy was used. 


CASE RECORDS 


Case 1 4 56-year-old married woman had suffered from chronic discoid lupus 
erythematosus of the scalp for ten years. After exposure to sunlight on a seaside 
holiday, an acute ulcerating erythematosus eruption developed on her face, neck and 
arms. Coincident with the skin eruption she became pyrexial and signs of pulmonary 
consolidation were found. She was admitted to hospital with a diagnosis of acute 
systemic lupus erythematosus and this was confirmed by the finding of 21 L.E. cells 
per 500 white blood cells and reversal of the plasma albumin-globulin ratio 

On admission to hospital, although seriously ill, her mental state was normal and 
there was no personal or family history of mental disorder. Treatment with corti- 
cotrophin gel, 40 mg. daily, was started and improvement in her fever, general 
condition and skin rash was noticed within two days 

On the roth day of treatment 80 mg. of corticotrophin gel were given in error 
She grew agitated and confused. In view of the grave prognosis if corticotrophin 
was withheld, it was continued in a dose of 40 mg. daily. In the ensuing four days 
she grew paranoid and became more agitated. Believing that she had caught an 
infection from sheets when on holiday three months before, she now refused t 
sleep between sheets. Her agitation was worse at night and she repeatedly left her 
bed and tried to sleep on the floor. In leaving her bed she believed she was leaving 
the holiday resort where she had contracted her infection. On the 15th day corti- 
cotrophin was replaced by cortisone, 200 mg. daily. Her mental state worsened and 
on the 16th day cortisone was stopped. On the 17th day she was quieter and more 
rational but her physical state was worse. Cortisone (200 mg.) was begun again 
On the 18th day she believed she was at home and she carried on a conversation 
with a non-existent woman and instructed her to put clothes into a chest of drawers 
On the 18th day a psychiatric examination was made. She was disorientated in time 
and place and did not know she had a disease or had been in hospital for some weeks. 
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She was anxious and agitated and said she was frightened and depressed because 


she was being kept in confinement and would be killed. There was a coarse digital 
no other evidence of neurological disorder 

amylobarbitone sodium, 6 grains (0.4 g and 
paraldehyde, 10 ml., and woke in a normal mental state six hours later. From that 
\ an | barbitone sodium 12 grams (0.5 g.)} and intramuscular 
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and any relationship between the previous personality and the type of 
psychosis. Clark et al. (1953) also found the dosage unimportant and believed 
that an absence of previous mental instability was no guarantee against the 
occurrence of a psychosis. Lewis and Fleminger (1954) found that the 
presence of previous psychiatric illness did not constitute a predisposition 
to a psychosis with cortisone or corticotrophin in their cases. On the other 
hand, Rome and Braceland (1950, 1952, 1953), Rees (1953) and Glaster 
(1953) emphasized the importance of some or all of the following: the 
patient's constitution, pre-psychotic personality and capacity for stress, the 
influence of the underlying illness and the patient’s reaction to it, sudden 
gross changes in the internal milieu, hyperadrenalism, the electrolyte 
balance and the dosage of hormone used. 

Clinical types.—All the usual psychotic reaction types have been des- 
cribed in connexion with cortisone (Rome and Braceland, 1952b). Glaster 
divides his cases into two groups: (1) An organic type with delirium, clouding 
of consciousness, sensorial defects, hallucinations, paranoid manifestations 
and mood disorder. ‘Two of ‘Trethowan’s (1954) three cases are reported as 
showing sensorial disturbances of an organic kind. Glaster links up this 
type with psychoses that he describes in association with Cushing's syn- 
drome. (2) An affective psychosis, more often manic. 

Our first case conforms clinically in almost every detail to Glaster’s 
description of his organic type and in view of the response to sedation could 
not be due to organic brain damage by systemic lupus erythematosus. ‘The 
second case, which was an affective psychosis, began as a hypomania and 
went on to a moderate degree of mania. The distinction, made by Lewis and 
Fleminger (1954), that the hormone is the precipitating agent only and does 
not determine the form of the illness, is true in this case. 

Course and treatment.—The psychoses terminated spontaneously in 
Glaster’s organic cases when the hormones were discontinued. The affective 
cases usually needed a course of electroconvulsive therapy as well. Others 


have reported the same results with the cessation of the hormone, with or 
without E.C.'] 


CONCLUSION 
It would appear that cortisone and corticotrophin can produce two different 
kinds of psychotic reactions by their toxic effects. In the organic type of 
psychosis the clinical picture varies little from case to case: the symptoma- 
tology and content of the psychoses are foreign to the pre-psychotic per- 
sonality; the reaction is precipitated by the hormones in patients who have 
no special liability to mental illness; the degree of the psychosis can be made 
to vary bv reducing or increasing the dosage of the hormones; the condition 
abates rapidly when the hormones are stopped; there is often a complete 
amnesia for the psychotic episode. The affective type occurs in a predisposed 
person and the form of the psychosis is usually determined by the pre 
psychotic personality: the content is often explicable in terms of previous 
personality strivings; the psychosis commonly takes the form of a mania or 
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hypomania and appears at first to be the mild euphoria and elation of the 
type that occurs with these hormones, but the condition progresses to a 
malignant affective psychosis. This often continues despite the cessation of 
the hormone and so the conception arises that the hormone ‘fires off’ a 
self-governing affective reaction. The psychosis reacts quickly, as affective 
reactions do, to electroconvulsive therapy. Since it is impossible to predict 
that any particular patient will show a psychotic reaction, and because there 
is no correlation between the degree of psychiatric susceptibility and the 
incidence of cortisone psychoses, every patient should be given his chance, 
but the possibility of a cortisone psychosis should be anticipated in pre- 
disposed patients. 

In view of the reaction of our first case, it might be worth while trying 
prolonged narcosis in cases of the organic type before stopping the hormone 
The second case bears out the general experience that electroconvulsive 


therapy is usually necessary and almost always efficacious in the affective 


reactions. Sedation is of doubtful value in these latter cases. It should be 
possible to treat both types of reaction in a general hospital if effective treat- 
ment is instituted early in the psychosis. It is desirable that these patients 
should not be transferred to mental hospitals since they are usually being 
treated for grave physical disorders that may present severe nursing prob- 
lems in mental hospitals. Moreover, the patient and his relatives may, with 
justice, resent a transfer to mental hospital when the mental condition 
necessitating the transfer is caused by medical treatment 


SUMMARY 
Two cases which illustrate the organic and the affective psychotic reactions 
produced by corticotrophin and cortisone are described 

The organic psychosis conforms to the usual pattern of a toxic psychosis 
and subsides spontaneously when the hormones are stopped. It may be 
controlled by sedation. 

The affective type occurs in a predisposed person and the form of the 
psychosis is determined by the pre-psychotic personality. It often continues 
when hormone therapy has been stopped and electroconvulsive therapy 
which is usually effective, may be necessary 
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SHOT-GUN WOUNDS 
By SIR HENEAGE OGILVIE, K.BE., D.M., M.Cu., F.R.CS 


Consulting Surgeon, Guy's Hospital 


SHOOTING involves the taking of life, and therefore the use of weapons that 
can be dangerous in the hands of those who have not submitted themselves 
to the discipline that alone can render the sport safe 


THREE CASE RECORDS 
I cite three incidents in the vears between the wars that illustrate the 


dangers that may arise from carelessness. 

In the autumn of 1930, a father and son were walking along a hedge between two 
stands. They carried their guns in the crooks of their forearms. The son's gun went 
off, driving the whole charge into his father’s left leg at a range of about four feet, 
blowing a ragged hole in the muscles and fracturing the tibia and fibula. The wound 
was excised in hospital within a few hours and the leg was immobilized in a Thomas's 
splint. For three weeks the patient appeared to be making excellent progress, but 
then, owing to some shifting of position at the fracture site, he developed septicemia 
and died in about a week. Antibiotics were unknown till ten years later 

In 1937, a doctor was standing in a line of eight guns about thirty feet from a 
low hedge towards which partridges were being driven. The gun on his right 
swung round as the covey flew across, and my friend received part of the charge at 
a range of about thirty yards. His right eye was penetrated and had to be removed 

In 1938, I invited a doctor friend to come as my guest in a rough shoot. Twic« 
during the day I heard an unexpected and unexplained bang, and noticed that my 
friend’s gun was smoking. At the end of the day we repaired to the bar for drinks 
and after that to the parlour to sort the game and pack up. Only then did my friend 
break his gun and remove two live cartridges before the astonished party 


ESSENTIAL PRECAUTIONS 
Certain jingles are pinned up in gun rooms and shooting schools, and dinned 
into every youngster when he is first taken out to practise on clay pigeons 


Never, never let your gun 
Pointed be at anyone’ 


‘All the pheasants ever bred 
Will not make up for one man dead 


The price of safety is eternal vigilance. Only by precautions that may 
appear to be in excess of those that are actually necessary, can sportsmen 
avoid tragedies such as those I have cited in the first two instances, or pro 
voking alarm and inviting censure as in the third. There are only two safe 


positions for a gun—pointing at the ground or pointing at the sky and 


guns, loaded or unloaded, should be carried in one of these positions except 
when they are being aimed at game. A gun should be unloaded the moment 
the drive is finished, and loaded again only when in position for the next 
drive. The temptation to fire at game getting up suddenly between drives 
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will not then arise. When crossing fences or gates, the gun should be broken 
open even though it is unloaded. An open gun is a comfort to oneself and 


a reassurance to one’s friends. 
Some precautions should be so instinctive that they are observed without 
conscious thought: 
Never put a finger inside the trigger guard except when about to fire 
Never shoot forwards towards the end of a beat 
In general, never fire horizontally or downwards except at game that has 


crossed the line and is going away. 


INJURIES AT CLOSE RANGE 
The injuries caused by shot-guns fall into two groups. 

First are those due to the accidental discharge of a loaded gun at close 
range. ‘These accidents are prone to happen at the end of a day's shooting 
and often involve the owner of the gun himself. The whole charge, including 
the wad, enters the tissues as a compact mass, often carrying with it bits of 
clothing, clean or mud-smeared. The greater the distance of the gun at the 
time of discharge, the larger will be the wound and the less its depth. 

These close-range injuries present much the same problem as the wounds 
of modern warfare, except that the delay between wounding and treatment 
is normally considerably less, and therefore the problem of established 
infection seldom arises. They are lacerated and contaminated wounds and 
they must be treated as soon as possible by excision and drainage. Only the 
need for preliminary resuscitation will justify delay once the patient has 
reached hospital 

Excision implies the removal of all dead and damaged tissues, all dirt, 
and all foreign bodies, down to the depths of the wound. The skin edges 
should be trimmed only, but the wound may be enlarged by cuts following 
the direction of the underlying muscles in order to give access to the deeper 
parts. The ragged edges of the hole in the deep fascia should be cut away 
with scissors, and the fascia may be split farther to relieve tension. The 
deeper part of the wound differs from that of one caused by high explosives 
in that the track is usually simple, wide rather than deep, and the muscle 
is not damaged by concussion. On the other hand, the foreign bodies are 
multiple but accessible, and can be removed by washing and sponging 
Bones may be broken, but they are seldom comminuted, and the fractured 
ends should be cleansed mechanically. All bleeding points are caught and 
tied. At the end of the operation the wound should present a simple cavity 
lined by healthy tissues. It should be dressed with sterile material and left 
widely open. The injured part should be immobilized, and parenteral 
chemotherapy should be administered 

It is unwise to attempt primary suture of any shot-gun wound, however 
clean it may appear to be at the end of the operation; but early secondary 
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closure is essential in order to minimize scar tissue and secure the best 
possible function. 

As soon as the local reaction of the tissue has been established and the 
condition of the patient shows that he is combating infection, the dressing 
should be removed under anzsthesia. If the wound appears clean, the 
edges should be approximated with interrupted sutures of monofilament 
unabsorbable material: silkworm gut, nylon or wire. A small drain should 
be brought out between two of the sutures, and chemotherapy should be 
continued till the stitches are removed. If the wound is clean but the defect 
is too large for suture, the raw surface should be covered by a skin graft. 
Early skin cover, even though it be temporary, is essential. 

A close-range shot-gun injury that has penetrated the thoracic or 
abdominal cavity is likely to be fatal, owing to the multiplicity of the 
injuries to important viscera. 


LONG-RANGE INJURIES 
The second type of accident is caused by the dangerous fellow who shoots 
down the line of guns. It is particularly apt to occur early in the season when 
the guns are out after partridges that come fast and low over the hedge and 
swerve as they cross it. It may happen with hares and rabbits, but seldom 
with pheasants. 

In this type of accident the shot has scattered and lost much of its velocity, 
so that the usual injury is a number of scattered holes, none of them 
penetrating deeply unless one happens to reach the eye. Penetrating injuries 
of the eye must be referred immediately to an ophthalmic surgeon. The 
majority lead to the loss of the eye. In other parts of the body the pellets 
produce multiple holes, scattered irregularly. None of them goes very deep, 
and the majority are stopped by the fascia. They may lodge in the skin over 
the abdominal wall and penetrate a short distance into the muscles, but they 
do not enter the peritoneal cavity. 

These multiple peppered wounds need no treatment beyond cleansing 
the skin, applying a sterile protective dressing for a few days, and administer- 
ing chemotherapy. Since the patient will probably continue at work, a 
sulphonamide given by mouth will be more convenient than an antibiotic 
The majority of the punctures heal by first intention, leaving a tiny scar 
that is invisible after a few weeks. A few become infected, and form an 
abscess that must be incised, after which the pellet is discharged and the 
wound heals. Less commonly the buried shot causes pain because it is 
near a nerve or over a bony prominence, or forms a visible projection that 
is considered unsightly. In such cases the offending bit of metal can be 
removed under local anzsthesia. 

I gladly acknowledge the help and advice I have received in compiling these 


notes from Sir Thomas Dunhill, G.C.V.O., F.R.C.S., and from Mr. A. B. Birt, 
F.R.C.S., of Norwich 





TREATMENT TECHNIQUES FOR 
SPORTS INJURIES 


By DONALD F. FEATHERSTONE, M.C.S.P. 
Physiotherapist to Southampton Football Club and Hampshire County Cricket Club 


‘Tue chartered physiotherapist dealing on a full-time basis with the treat- 
ment of athletic injuries, particularly if he be employed by a professional 
sports club, is in a unique and fortunate position. He not only sees the 
actual injury occur, but he is vitally connected with its progress through the 
acute, subacute and rehabilitation stages, up to the actual physical fitness 
try-out and the eventual return to competitive sport. Working under such 
intimate conditions with the injured athletes it soon becomes obvious that 
sports injuries must be treated under two distinct systems or techniques. 
These techniques can be roughly classified by the types of patients treated : 

(1) Those players, usually professionals, who are available for treatment 
literally twenty-four hours each day 

(2) Those players who are amateurs, be they university athletes or local 
working lads from youth clubs, who, for reasons of time and finance, are 


only able to have one or two well-spaced treatments 


THE “PRESSURE TECHNIQUE’ 

The first type can be adequately treated by what can be called the ‘pressure 
technique’—-which simply means that they are given as many as six or eight 
treatments during the course of each day of disability, the treatment 
sessions being spaced at intervals of one-and-a-half hours, for example 
I have found this system to be empirically sound, results of a very high 
standard having been obtained 

For instance, I have had players with sprained ankles returned to League football 
within 10 days of the time of occurrence, whilst men with strained medial ligaments 
of the knee joint have been in full play within 12 to 24 days. One player returned to 
active football 27 days after a medial meniscectomy, and a fractured fibula in a pro- 
fessional player cleared up so that he returned to professional football in 30 days 


from the day the break occurred 
At this stage it would seem fitting to remark that there appears to be a 


sound case for investigation into the optimum numbers of treatments to be 
given daily, and mto the length of time occupied by each treatment. In the 
past, and during student days, it has been the custom to give short-wave 
diathermy, for example, for 15 to 20 minutes, followed by ten minutes’ 
massage. ‘These periods are largely in force because of the time factor in 
hospitals and clinics, but there would seem to be no real physiological 
reason why the treatments should not be given more often or for longer 
periods of time 

The use of the pressure technique does not mean that the patient is 
encouraged to lie back and enjoy comforting heat and soothing massage 
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while reading the daily paper or idly conversing on sport. He is helped to 
help himself and he actually works far harder and for longer periods than 
do his fit comrades at their normal training. There is also a potent psycho- 
logical factor involved, in that the player is not encouraged to feel that he is 
unfit and therefore of no use to the club or his team mates. Rather is he 
instilled with a sense of urgency and made to realize that everything possible 
is being done to get him fit. 

It has not been possible to discover many contraindications to the pressure 
technique. The most common is skin soreness. ‘This occurs if the superficial 
tissue over the actual lesion is allowed to become inflamed and sore through 
the repeated treatments. If each treatment is concluded by the skin being 
swabbed with spirit, then gently bathed with talcum powder, calamine lotion 
or ‘caladryl’, this situation does not arise. Further possible contraindications 
are myositis ossificans traumatica in the case of a gross contusion in the 
region of the thighs, and post-traumatic para-articular ossification (Pelligrini- 
Stieda disease) when dealing with a lesion of the medial ligament of the 


knee joint 


THE ‘HOME TECHNIQUE’ 
The second type of athlete mentioned—the amateur—is treated by a 
home technique’, which means that the injured athlete is given a thorough 
initial treatment, during the course of which he is told exactly what he has 
done, why and how he did it, how he can avoid doing it in the future, what 
he must personally do to clear up the present situation, and exactly what 
will happen if he does not carry out the instructions given him. He is then 


shown his home exercises and told of methods of home treatment, such as 
contrast baths, after which he is allowed to carry on on his own for four days 
At the conclusion of this period he returns and is again given a thorough 
treatment and advised further. Generally speaking, the amateur athlete is a 
keen person and he invariably fulfils the instructions given him as to 
treatment. Usually he has to be forcibly restrained from playing before he 
is really fit! 


THE PREVENTION OF SPORTS INJURIES 
When working with a professional sports club involving large numbers of 
athletes, it is necessary to have a laid-down routine of treatment for injuries 
At Southampton, over a period of three seasons, a system has been evolved 
which is followed with great success for almost every type of injury 
encountered. 

Obviously, the first step is to prevent the injury occurring: prevention is 
far better than cure when dealing with highly strung and often tempera- 
mental athletes. This is attempted by means of prophylactic physiotherapy 
which, in my opinion, is an integral but often neglected part of physical 
medicine. In brief, the aim is to strengthen the muscle groups most com- 
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monly injured, and in so doing to give strength to the ligaments and joint 
structures upon which the muscles work. This is done by means of daily 
class exercises of a remedial nature, supervised by the club trainers working 
with an exercise schedule evolved by the club physiotherapist. Muscle will 
only hypertrophy adequately if given resistance exercises. To provide re- 
sistance apparatus for thirty-six athletes simultaneously, however, is difh 
cult. The exercises have therefore been so worked out that the men work in 
pairs, taking it in turns to provide manual resistance for each exercise group 

Other means of injury prevention consist of supporting strappings to 
prevent recurrent injuries. No-one, of course, is sufficiently optimistic to 
rely solely upon these strappings, and strengthening exercises of a specific 
nature are also carried out. Above all, however, injury is prevented by the 
maintenance of an extremely high standard of physical fitness at all times 
Without this it is not considered possible to counter the more common 
sports injuries. 

rREATMENT 

The first step in treatment is accurate and local diagnosis. It is no use 
treating a joint or limb in a general fashion—the treatment must be specific 
and local so that the lesion is advantageously affected. Next comes the 


static period: that inevitable rest stage when non-weightbearing exercises 


are carried out for ten minutes each hour. The purpose of this period is 
obviously to allow haemorrhage to cease within the injured tissue and 


hamatoma formation to take place in a controlled fashion, aided by pressure 
bandages, sponge rubber pads and the like. The static period may last 12, 
24 or even 36 hours, depending upon the severity of the injury. At the 
conclusion of this stage, the physiotherapist really comes into his own, using 
every available piece of apparatus and knowledge, under pressure conditions 
It is not possible here to go into specific conditions, but generally the routine 
of treatment consists of such aids as prolonged bathing in hot and cold 
water initially, short-wave diathermy, massage, exercises, supporting 


strappings, sponge rubber and felt pads 


REHABILITATION 
The rehabilitation period in its later stages will either take place in the club 
gymnasium or on the actual field of play during training hours, and is 
supervised by the club trainers, directed by the physiotherapist. ‘This stage 
blends with the predominating policy of the club——that of treating and 
training. The aim of the treatment routine is to return a player to the team 
in the maximum state of physical fitness but in the minimum period of 
time. It is obviously no use getting a player fit in about ten days following 
injury using high pressure methods and then finding that he has been 
allowed to become so physically unfit through lack of training during that 
period that he requires a further two weeks to train him up to a physical 
standard compatible with League football 
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The player is therefore made to change into his training kit each day 
during his disability period, and to undertake whatever training he finds 
possible, in company with his team mates. Thus, a man suffering from an 
injured knee joint will carry out body exercises in the gymnasium on the 
rubber mats, whilst the man with the injured shoulder will be able to 
carry out jogtrotting or lapping around the track. It is essential that an 
athlete should return to the team in first-class physical condition because he 
has to compensate for an injury, which needs an even higher standard than 
normally. He is padded and strapped so that he can carry out some form of 
training, being made comfortably ambulant; thus he gains not only physio- 
logically but also psychologically because he is working with his comrades, 
at the same time realizing that he is doing everything possible to hasten his 
return to the active sport. He is not encouraged to look around for sympathy 
or to imagine that he is worse than is actually the case. The very nature of 
the high quality of physical material represented by the trained athlete 
presents basic standards enabling different methods and higher aims to be 
achieved than would be the case with the average hospital patient. 


CONCLUSION 
In his introduction to ‘Medical History of the Second World War: Surgery’, 
Sir Heneage Ogilvie refutes the idea that traumatic and war surgery are 
synonymous. The same situation applies in the case of the treatment of 
athletic injuries and the treatment of the recent injuries of everyday life. 
They are not synonymous—sports injury treatment is treatment applied 
under the priority conditions of sport and those conditions cannot be 


modified or dictated by the doctor or the physiotherapist. There are no 
miraculous methods, revolutionary techniques or secret potions. The 
different, speedier results are reached because the physiotherapist possesses 
a high sense of priorities, an understanding and almost love of sport and 
the sportsman’s problems, and a marked degree of urgency causing as many 
as possible of the 24 hours of each day to be utilized in effecting a rapid cure. 

Widespread schemes of sports’ injury rehabilitation will only be effective 
if there is a close working liaison with enlightened hospital and general- 
practitioner services, prepared to accept new standards as to fitness for 
modified or selective athletics, based upon first-hand knowledge of what 
goes on in each particular sport. 
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SHUT THE WINDOW AT NIGHT! 


By GUY DAYNES, M.R.C.S., L.R.C.P., D.C.H. 
Howe 


A poctor in the British Isles who advises his patient to shut the window at 
night is greeted with such incredulity that this advice must be given but 
rarely in our part of the world. Should we more often advise our patients 
to open the door instead of the window, and have a source of heat in the 
bedroom on cold nights? I believe we should. 

If we make such suggestions we must expect considerable opposition 
from our patients at the seeming abandonment of one of the principal 
British rules of health. The vast majority regard the nocturnal open window, 
whatever the weather, with the same degree of fanaticism as the daily bowel 
movement after breakfast. They will tell us that they could not possibly 
sleep in such a room, and, if they did ‘drop off’, they would awaken with a 
headache that would last the whole day! Whilst this may be true for a few, 
the majority can acclimatize themselves quite quickly to sleeping in these 
new conditions, provided they are satisfied it is doing them good. 


SOME CASE RECORDS 
What, then, are the conditions for which we may expect benefit from the 
closing of the bedroom window? 

Asthma.—Relief may come from the exclusion of pollen allergens from 
outside, or it may come simply from the exclusion of cold or damp air 
Many asthmatics find that going out on a cold day can bring on an attack. 
Why should not the same mechanism work at night? 

J.J., aged 10, had a history of asthma since he was 2 years old. Attacks were very 
frequent until he was 6 when his family moved to Germany. There they lived in a 
warm, centrally heated house and he had no more attacks for two years. When the 
family returned to live in an old country house in Sussex his asthma returned and 
became very troublesome, particularly when the weather was cold and damp, and 
when he had respiratory infections. Following the institution of the regimen of 
shutting his bedroom window, opening the door a little, and having a small electric 
fire on through the night, he had no further attacks. He remained free from asthma 
throughout last winter 

Chronic bronchitis with spasm.—Suftierers from this condition seem to 
lose much of their spasm when they sleep in warm, dry bedrooms, and as 
a consequence feel much easier, although this measure does not seem to 
make much difference to the chronic bronchitis itself. 

H.H., aged 62, had chronic bronchitis with bronchial spasm for two winters, 
and noticed that he wheezed and coughed much more when the weather was windy 
He lived in a fiat facing the sea in an exposed position. He obtained considerable 
help from shutting his window at night, but found that he still wheezed when there 
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was a south-westerly gale from the sea, as the window did not fit well enough to 
withstand it. In order to get away from the gales, he bought himself a house in a 
sheltered position half a mile back from the sea. This move has almost completely 
stopped his bronchial spasm even though he had two attacks of bronchitis during 
the winter. 

Acute virus infections of the respiratory tract.—There is little that the 


modern antibiotics can do for these conditions, other than keep down 


secondary bacterial infections. Therefore the patient must rely on his own 
immunity mechanism and white cells for his defence against the virus 
Chese blood-borne protectors can be expected to work all the better if they 
can get to the scene of action without meeting obstruction from capillaries 
constricted by icy night air. Therefore logic should persuade sufferers to 
shut their windows and stay in a warm atmosphere if they wish to shorten 
their indisposition 


SUMMARY 
A case has been put forward for advising certain groups of patients to sleep 
at night in warm rooms. Sufferers from asthma, chronic bronchitis with 
bronchial spasm, and acute respiratory infections may expect benefit. 


THE PREVENTION AND TREATMENT OF 
ATHLETE’S FOOT 


By D. A. HASTINGS, M.R.C.S., L.R.C.P 


Torquay 


As Dr. Ronald Church pointed out in his recent article on ‘Athlete’s Foot’ 
(The Practitioner, July 1955, p. 97), this condition has little relation to 
athletic prowess but is more common among those who bath communally 
Although he did not mention soldiers in this category, the problem of 
athlete’s foot is a major problem among Servicemen, particularly abroad. 


INCIDENCE IN SERVICEMEN IN KOREA 
Whilst serving abroad in Korea, my colleagues and I had vast parades, and 
experience, of soldiers with athlete’s foot—in all stages from the mild to the 
galloping. ‘he incidence and severity of the condition were greater in winter 
than in summer. The probable reason for this unusual seasonal distribution 
was the wearing in the winter of thick woollen socks and cold wet-weather 
boots, both of which lead to increased sweating of the feet, and hence to 
athlete’s foot. It was noted that if adequate preventive measures were taken, 
with regular foot inspections, the soldiers became foot conscious, thereby 
increasing the general standard of hygiene. Careful supervision of the 
mobile baths laundries revealed that many soldiers dried their feet first, 
and so spread the infection to the groins and axilla. On eradicating this 
habit, tinea cruris disappeared. A further point was noted: that the spread 
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of the infection from foot to foot was controlled by careful daily scrubbing 


of foot boards, followed by drying of these in the sun 


TREATMENT 

In our experience in Korea, the following methods of treatment gave 
satisfactory results 

Mild cases (i.e.., single web space infections on either foot) (;00d foot 
hygiene, sunlight, and Whitfield’s ointment, 12 per cent. initially for one 
week, followed by 25 per cent. ointment for a further week 

Moderately severe cases (i.e., bilateral spread with involvement of the 
groin).—Spirit baths, or potassium permanganate (1:1000 solution), thrice 
daily, followed by powdering and changing of socks. The infection of the 
groin was treated by Whitfield’s ointment (12 per cent.) for four or five days 

Severe cases (i.e., moderately severe cases plus widespread skin eruptions 
and secondary infection between the toes).Bed rest, with gentian violet 
for three days, Whitfield’s ointment (12 per cent.) for four days, and finally 
Whitfield’s ointment (25 per cent.) for four days. Secondary infection was 
counteracted by intramuscular penicillin. It will be noted that neither 


Castellani’s paint nor an undecylenic acid preparation was used 


CONCLUSION 
The prevention of athlete’s foot is best attained by a sound basic scheme 


of foot hygiene, and exposure to sunlight whenever possible 


VENAL VERRUC# 


By D. G. AITKEN, M.B., Cu.B 


Carlisle 


SINCE my secretary advised me some years ago, in response to my despairing 
appeal for adequate treatment of warts in children, to try purchasing the 
growths from the child, I have put this into effect with every case brought 
to my attention. The result has been quite astounding and, though I have 
not kept complete records, successful response has been found in over 60 
per cent. of the cases. I usually offer sixpence for the largest wart of a group 
and tell the child that clearance will take three weeks 

I presume that this is an example of ‘wart charming’. Prosser ‘Thomas 
(The Practitioner, 1954, 172, 542) has expressed the opinion that ‘un 
questionably they [warts] are also susceptible to suggestion and can be 
cured sometimes by “charming” ’, but I wish someone would explain the 


precise modus operandi of such therapy 
Dr. D. I. Williams, Physician, Skin Department, King’s College Hospital, 
comments on this interesting phenomenon in Notes and Queries (p. 340) 





SYDENHAM’S LETTERS 
TO JOHN LOCKE 


By KENNETH DEWHURST, B.Lrrt., L.R.C.P.I 
Littlemore Hospital, Oxford 


‘Tue friendship between Thomas Sydenham and John Locke began in 1667 
when the latter settled in the Metropolis as physician to Lord Ashley, 
afterwards the First Earl of Shaftesbury. In the previous year Sydenham 
(who was practising in Pall Mall) had published his ‘Methodus Curandi 
Febres’, wherein he first outlined the ‘cooling treatment’ of smallpox. His 
novel views earned him the hostility of the more conservative physicians who 
still valued subtle speculation more highly than careful observation. But John 
Locke, who was quick to realize the merit of Sydenham’s work, sought his 
acquaintance and shortly afterwards their friendship ripened into active col- 
laboration. They assisted one another in general practice; together they 
planned a treatise on smallpox, and among the Shaftesbury papers are some 
medical essays bearing their joint contributions. 

According to Lady Masham, however, Locke’s indifferent health pre- 
vented him from becoming a regular medical practitioner. 


*Mr. Locke applied himself principally to physic’ she writes, ‘a science which he 
yet never afterwards made use of to his profit, as not being well able to bear the 
fatigue those must undergo who would bring themselves into any considerable 
practice, and as having no need of this whereby to live at his ease. But though he 
professed not the practice of physic, his judgment was always of great weight with 
the ablest physicians of his time’ 


When Shaftesbury became Lord Chancellor, Locke was induced to ex- 
change his duties as household physician for affairs of state in the service 
of his patron. He was first appointed Secretary of Presentations, and later 
Secretary to the Committee of Trade and Plantations—two offices which 
evidently made heavy demands on his time. 


‘Dr. Sydenham and I mention you sometimes’, he wrote to Dr. Mapletoft, ‘for 
we do not now meet often, my business now allowing me but little leisure for visits’ ; 
and later in the same letter he refers to the confusion and disorder of public affairs 
‘to a man not versed in the world” 


Meanwhile Sydenham, by his example in practice and through the 
medium of his writings, continued to extend the furrow he had ploughed in 
the wastelands of clinical medicine. He made a detailed study of the natural 
history of diseases, and upon this basis approached clinical problems with a 
sober empiricism which is still a characteristic of general practice. Locke 
held similar views; and even after the latter had ceased to be an active 
practitioner Sydenham still had a high regard for his friend’s judgment in 
medical matters. 


“You know how thoroughly my method is approved of’, writes Sydenham in the 
dedication of his ‘Observationes Medice’, ‘by an intimate and common friend of 
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ours, and one who has closely and exhaustively examined the subject—I mean Mr 
John Locke, a man whom, in the acuteness of his intellect, in the steadiness of his 
judgment and in the simplicity and excellence of his manners, I confidently declare 
to have amongst the men of our time few equals and no superiors” 


The friendship between these two great men continued, insomuch as their 
divergent paths in life would permit, until Sydenham’s death in 1689 
Occasionally they corresponded on medical matters, and fortunately Locke 
preserved some of Sydenham’s letters which have recently come into the 
possession of the Bodleian Library. They are of interest as, according to 
Payne (Sydenham’s biographer), only five of his letters have hitherto been 


traced 


LOCKE'S HEALTH 
The correspondence begins in the autumn of 1674, and in the first letter 
Sydenham outlines his advice to Locke on the latter's health which had 


lately been ‘broken with business’. 

Your age, ill habitt of body and approach of winter concurring, it comes to pass 
that the distemper you complaine of yealds not so soone to remedies as it would do 
under contrary circumstances. However, you may not in the least doubt but that a 
steddy persisting in the use of the following directions (grounded not on opinion 
but uninterrupted experience) will at last effect your desired cure. First, therefore, 
in order to the diverting and subduceing of the ichorose matter ‘twill be requisite 
to take your pills twice a weeke or for example every Thursday and Sunday about 
4 o'clock in the morning and your clyster in the intermitting days about six, con- 
stantly ‘till you are well. In the next place, foreasmmuch as there is wanting in bodyes 
broken with business and dispirited upon the before mentioned accounts, that 
stock of naturall heat which should bring the matter quickly to digestion, ‘twill be 
highly necessary that you cherish yourself as much as possibly you can by going to 
bed very early at night, even at 8 o'clock, which next to keeping bed, that is im- 
practicable, will contribute more to your reliefe than can be imagined. As to diett, 
all meals of easy digestion and that nourish well may be allowed, provided they be 
not salt, sweet or spiced, and also excepting fruits, roots and such like. For wine a 
totall forbearance thereof if it could possibly be, and in its steede the use of very 
mild small beere, such as our lesser houses do afford, would be as near as I could 
guess the most expedient, for thereby your body would be kept cool, and con- 
sequently all accidents proceeding from hott and sharpe humors grating upon the 
part kept off. As to injections, in your case these things dissuade the use of them 

‘First your more than ordinary bothe naturell tenderness and delicacy of sense 
Then the blood that has twice already bin fetched by this operation, which if we are 
not positively certaine (as how can we be), that it proceeded not from the hurt of 
the instrument, will (if often repeated) endanger by excoriating the part and making 
it liable to accidents. Besides they have bin already used (perhaps as often as is wont 
to be don) and this is not a remedy to be long persisted in by the confession of 
everybody. Sure I am, as I have over and over sayd to you and you know it to be 
written observations which you have long since seen, that I never usc 
any where | am concerned alone, there being noe danger nor less certainty of a cure 
in the omitting, and in relation to this business | have now asked myselfe the 
question what | would doe and have resolved that I would lett them alone“ 


true by my 


rHE COUNTESS OF NORTHUMBERLAND 
After Shaftesbury’s fall from power Locke left England in 1675 and for the 
next four years travelled extensively in France. While residing in Paris he 
was called to attend the Countess of Northumberland, wife of the British 
Ambassador, who was prostrated with what appears to have been trigeminal 
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neuralgia. A few months earlier she had suffered a similar exacerbation of 
facial pain which her French physicians had unsuccessfully tried to relieve 
by extracting a tooth. Following a second recurrence of pain, she lost con- 
fidence in her foreign advisers and called upon Locke’s services. When he 


first saw her the pain was so intense that 


Nationa 


THOMAS SYDENHAM 1624-1689 
By Mary Beak 


the 


it forced her to such cries and shrieks as you would expect from one upor 
rack, to which I believe her’s was an equal torment, which extended itself all ov 
the right side of her face and mouth. When the fit came there was, to use my Lady’s 
own expression, as it were a flash of fire all of a suddaine shot into all these parts 
and every one of those twitches which made her shreeke out, her mouth was cor 
stantly drawn on the right side towards the right eare by repeated convulsive motior 
which were constantly accompanied by her cries These violent fits terminated or 


a suddaine, and then my Lady seemed to be perfectly well, excepting only a dull 
and an uneasinesse in that 


pain which ordinarily remained in her teeth on that side, 
yet wher 


side of her tongue which she phansied to be swollen on that side, which 
I looked on it, as I often did, had not the least alteration in it in colour, bigness« 
any other way, though it were one of her great complaints that there was scalding 
liquor in her fits shot into all that side of her tongue” 

Locke prescribed topical anodyne applications which gave temporary 


relief, and then informed his friend Dr. Mapletoft, Professor of Physic at 
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Gresham College, whom he urgently asked to seek Sydenham’s advice 


latter sent the following instructions 


‘Dear Dr At your earnest request | have t ight on the case of the Lady, the 
I 


formes of whose distemper I doe not judge to be any ulcer or any venemat quality 
else upon the gum (where it may be supposed some laceration of a nerve was made 
by that operatior it to be a hystericall quality in the bloud discharging its selfe 
entirely upon that place 
und side where occasior 
was given by the drawing 
f the tooth, together with 
the payne of the operation 
am 


I th ipprehens 


thereot 


the ad, or that distermps 
like it f a violent an 
exquisite paine about the 
temporall end which is 
wont to come and go« 
and may, as a clonus, be 
covered with a lling 
As to hat is to be 
done I commend that 
bleeding and purging are 
iy liately contraind 


that the 


in respect of 
the quieting 
@ those \ ipors 
therwist very 
will not admit there- 
as I know by certaine 
experience but after such 
evacuation easy netness 
it 
she 


OCKE 1632-1704 poor people whom 1 


hn Greenhill gages me to attend (Uor 


re not the rich till by 
being in tl round makes me an Authority) I woul llowing course. I would 
take 8 ou t bloud from the arms of the aft ‘ i 1 Next morning would 
give th lowing s. Rx pil. coch.—i mercurii dulc. g1 resiad Zalepii gr. iii3 
balsen ru. gu i umat mane—not stirring of her bedd that day. That 


night uN ' ' i liq. but with Mathey il vy being much better 


in that they ca r the next morning, and s rofitable discha lhe 
same I would gin very night for 3 weekes i is from 14 to 18 graines and 
are as soft as | I would keepe her to n ly r, watergrucll, toasted 
apple $s and ) fleshless diett for 8 t y lestroy the ferment the 
sooner. lake i of irritating the gum, but rather in extremity of paine lett her 


i 


hold a pledgett imbued with some dropps of laudanum liq. keeping it between her 


: 
: 
teeth halfe an | re and then taking in on the palate till her payne cease which will 
not be long. If she hath bin allready sufficiently purged, to bleed only may be sufficient 
and then ' to quieting. When she is out « he fitt lett her guard agaynst the 


impulse of the disease upon her jawes, by dabbing them with ragg wett with Planten 


water wherein hath bin dropped spirit of vitr sl to make itt a little st arp which by 
" ; 


its astrictoriness will defend the part fror tre leflux better than any ti ing else 
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but this must not be done till she hath bin a petty while well of her fitts 
am very affectionattly, Yor humble servant, Tho:Sydenham. Pell = mell. Dec. 1 
1677"¢. 

It ends with the following footnote in Dr. Mapletoft’s handwriting 

‘I thought it not best to mention there our friend’s directions for reasons you may 
know; yet I believ’d you would not be displeased to have his opinion in a case of 
this difficulty and concernment, which you may well make use of as you find cause 
I have sent by Mr. Hill gr. i of Mathew’s Pill which I have superscribed Philon 
Angl. 3i and directed to you. If you think the name will prejudice the advice you 
may take it upon yourselfe. He advises also a Galboru plaster to the navell 


LOCKE’S AGUE AND SYDENHAM’S GOUT 

Some months later, when Locke was living in Montpellier he received a 
letter from Lord Shaftesbury (then imprisoned in the Tower) asking him to 
meet his friend’s son in Paris. Locke obeyed his lordship’s summons 
Near Bordeaux he was stricken with an ague. He again sought Sydenham’s 
counsel during his convalescence. His advice is an example of expectant 
treatment, given at a time when meddlesome intervention with potent 
drugs, more apt to kill than cure, was the order of the day. 

‘Sir, 1 am glad to heare that you are advanced so far on your way homewards that 
we may hope to see you here shortly; but I stand amazed at your taking bloud, and 
as much at the purging you have already used, and that which you further intend 
after your ague, which latter would here infallibly return it again, or bring on worse 
mischief. I think (and I would myself take the same course) it is your best course to 
do nothing at all. But in point of diet twill be convenient that you drink somewhat 
more liberally wine than before and ride as much as possibly you can. The symp- 
toms you complained of you ought not to be concerned abt, for they are noe other 
than what are usual after agues, and indeed if you shall so mind them as to obviate 
each particular one you will make to yourself great danger, they all depending upon 
one cause, viz., the weakliness of your blood by the ague, which I am sure nothing 
will reduce but time and exercise, and even a clyster of milk and sugar will make 
worse. If you would but ride on horseback from Paris to Calis and from Dover to 
London, upon that and drawing in this air your symptoms will vanishe 

‘Since your going hence I have had multiplied experiences of riding long and 
persisting journies in England, which hath cured more inveterate distemper that 
ever yours was, I mean of the languors. I have bin and am still very ill of the gout 
pissing of blood etc., more than a quarter of a year; and having so many distempers 
broken in upon very impaired and ill body I dispair of being ever well again, and 
yet I am as well content as if I were to live and be well I am most heartily 
Your humble servant and very affectionate friend, Tho :Sydenham. Jan. 4° 1677-78 

Here we read that Sydenham was suffering from gout and renal calculus 
For the latter he took small beer ‘to cool and dilute the hot and acrid juices 
lodged in the kidney; out of which the stone is formed’. Both maladies were 


improving when he wrote again seven months later. 


SIR RICHARD TABOR 
This next letter begins with a reference to Sir Richard Tabor, formerly an 
apothecary in Cambridge, who had insinuated himself into a fashionable 
metropolitan practice by prescribing a secret remedy (none other than 
Peruvian bark) for the treatment of malaria. Quinine had been used in 
England some years before Tabor’s time; but by keeping his remedy secret 
he had succeeded in exploiting the credulity of the seventeenth century 
public, the majority of whom realized the limitations of orthodox medicine 
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and turned readily to the quack and his nostrum. Sydenham, on the other 
hand, made no secret of his use of Peruvian bark for treating agues: neither 
had Prujean or Brady who prescribed it some years before him. Brady was 
Professor of Medicine at Cambridge and also physician to Charles II: it 
was probably from him that Tabor learned of the efficacy of the bark. All 
tment in the letter have been carefully excised, but there 1s 
at nham referred to Peruvian bark which he had first 


e years earlier. It is quite evident that Sydenham’s practice 


trea 


references t 
little doubt 
advocated twe 
academic honours, for he describes 


was bringing neither material gain nor 


himself as ‘vet but a Dunse’ 
De ar Dr 


his Skil 


{ erstanding how muctf 


page 99 being 
being danger aguis! 
“ A paroxisme lrams [part ct 
morning night Duesd 
shall be coming Wednesd 
4 times termitting 
yver the 
Im at morning 
me If a child t 


aspoonfulls ever 
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ut] in a pint 
revent a relaps« 


lay after the 


you which 

He was an apothe- 

when any booke ibteyned. Thank 
Mr Robinson I ar I 


Tho: Svdenhar 


your dere 


new one twill be fitt 
itself a little, but if 
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en I saw \ wt. but as vet but a 


Locke received the last two le He was still 


and visited the t the ‘Charit 
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the place of his 


he exan 
or five inches 


Philosophical 


| friends still sought his medical advice, and these letters 


iL,OCKE § 
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‘I am Sir, Ur most affectionate and humble servant, Thos :Sydenham. Pall Mall, 
Aug. 30 1679”". 

‘Dear Sir, Had you observed the counsell which I gave you your patient had by 
this time been free from the symptoms of dejection of appetite, weakness etc. which 
you mention. Nor can there be a more expeditious way thought upon to procure his 
health and your dismission than the giving the C. as I prescribed; and it must still 
be done for if he have his fitts with what else can you put them away? If he have 
not them, how else can you prevent their returne, which will certainly happen 
without the repeating of this medicine every week for two or three weeks longer 
he has been reduced to so great a weakness of blood? You must not scruple the 
allowing him any sort of meat or drink whatsoever that he desires and his owne 
pallate will be the best judge what is fit for him; but above all be sure not to use any 
evacuations of any kinde, and the bigger he shall be bound the better it will be for 
him. This is all I could offer if he were my own son; but why are you so unkinde 
to me as that knowing the great obligations I have to you to invite me by a promise 
of making some acknowledgement to give my opinion in this matter? You may 
command me in everything that you please and shall be obeyed without spoiling 
that friendship which ceases to be when it ceases to be gratuitous. | am Entirely, 
Yours, T.S. Pall Mall, Sept. 6 1679""° 


EXPONENTS OF SOBER EMPIRICISM 
Locke and Sydenham in their different spheres were both exponents of 
sober empiricism at a time when rigid dogma and fanciful hypotheses were 
more popular. Out of a maze of medizval superstition they found a path 
and walked in it; they taught a method and used it, rather than announce a 
theory and verbalize upon it. Sydenham’s chief merit is that he taught the 
profession to return to the Hippocratic conception of the ‘healing power of 
nature’; and likewise Locke, who was also an apostle of common sense 
brought philosophy from the heights of metaphysical speculation to the 


everyday level of practical affairs. Their approach to both medical and 
philosophical matters was essentially practical. ‘Whether a certain course in 


public or private affairs will succeed well’, writes Locke ‘whether rhubarb 
"11 


will purge or quinquina cure an ague can only be known by experience 

Many years after Sydenham’s death Locke aptly summarized his friend's 
great work (in which he had played a modest part) when he wrote: 

‘I hope the age has many who will follow his example and by the way of practical 
observation, which he has so happily begun, enlarge the history of diseases and 
improve the art of physic; and not by speculative hypotheses fill the world wit! 
useless though pleasing visions’. 

The portraits of Locke and Sydenham, reproduced by courtesy of the National 
Portrait Gallery, are among the works acquired by the Gallery in 1954 
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THE DOCTOR’S SURGERY 


Iil.—STRUCTURE AND MATERIALS 


By MICHAEL ARNOLD, L.R.C.P. & S.I 
anp JOHN WARE, F.R.1.B.A 


VIEWING an estate as a prospective purchaser is an alarming experience for 
the lay person, the only relief of anxiety being brought about by ignorance 
of the ominous possibilities. One of us has vivid memories, as no doubt 
would be admitted by many, of embarking upon the responsibilities of a 
general practice with considerable anxiety and very little practical knowledge 
of property 

Geological characteristics have much bearing on the subsidence of 
buildings. Existence of latent defects such as dry rot and other diseases may 
lead to very heavy subsequent expenditure. The customary examination 


by a surveyor will relieve anxiety to a considerable extent, but it is by no 


means safe to assume that the cursory examination made on such occasions, 
even by the qualified eye, can be relied upon to exclude all hidden defects 
An experienced surveyor, of course, knows particular weaknesses in buildings 
and common points of danger, and normally should be able to complete a 


worth-while examination for a prospective purchaser 


FOUNDATIONS AND BASEMENTS 
For anyone contemplating the erection of new premises, the selection of a 
site requires a knowledge of certain fundamental principles. Apart from 
careful study of the amenities of such a plot, services of electricity, gas, 
water and drainage should be readily available. Some appreciation of the 
ground characteristics is desirable, and aspect and prospect are factors of 
much importance. It is therefore advisable to consult an architect before 
completing purchase of a site. Having in these circumstances appointed an 
architect, it is scarcely necessary to say much here on the subject of founda- 
tions, except to point out that basement structures are rarely economic, and 


invite the hazards of water penetration. 


BRICKS AND MORTAR 
A wide variety of bricks are available, not only from local brickyards, but 
also from the major centres of this industry. They are normally made of 
burnt clay, but there are also in common use concrete bricks and those 
known as sand lime bricks. For exterior wall surfaces, it is customary to 
use a ‘facing’ brick, which is usually selected for its colour texture and 
general qualities of weathering. Modern construction provides for hollow 
walls, and it is quite customary to use a different brick for the external skin 
from that of the internal skin, which in many cases may not be built of 
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bricks in the true sense at all, for there are many suitable substitutes such 
as breeze blocks, concrete blocks, hollow tiles, and other proprietary slabs. 
As regards facing bricks, it would be quite impossible to list the names of 
even the most widely used, by virtue of their numbers and the fact that they 
vary so much from district to district. Bricks are not necessarily the only 
material for external wall construction, and in 
some cases the use of local stone will be both Ar 
expedient and desirable. ‘There are also oA. 


occasions when concrete may be used as an " 
: 2m) | = 
See ’ 


external structural membrane. ; ; f 
An important deciding factor in the choice SS _} fA 

of facing bricks is the price, which will be ms u- -* 

found to range from {10 to {20 per thousand f rf > 

in England. The more expensive bricks are a 7 


still handmade in moulds, and these possess a 


quality of individuality and slight variation in me | j} ee 


shape and colour, which may often be more ¢—/, Wy A 
desirable. The general description of a good 7 = — 
a ~ ae | 4 
brick, is one which is of good weight, and well “~‘| 
burned, and one which has a sound ring on v 
percussion, and is without undue absorption. ‘A goed brick should be well 
. : : burned and have a sound rng 
A few words on the subject of mortar on percussion...’ 


may be of interest. The medium used for 

bedding or jointing bricks may be composed of sand and cement, 
lime and sand, or a mixture of the three. And it is as well to bear in mind 
that a strong mortar or hard mix is not necessarily the most satisfactory 
A softer mix will be found less vulnerable to the weather, particularly frost 


WINDOWS 
Frames are constructed of both timber and metal. The former may be 
made of soft or hard woods, and the latter of ferrous or non-ferrous metals 
For steel window frames, there are many so-called rust-proofing processes, 
which serve to protect—but only for a limited time. Corrosion often takes 
place, causing the glass panes to fracture as a result of rust expansion. This 
trouble, of course, is minimized by thorough maintenance. Non-ferrous 
metals, such as aluminium and possibly bronze, form much superior media 
but the latter is very costly. ‘Timber frames of hard or soft wood have obvious 
advantages. Normally the appearance is more satisfactory, and reasonable 
maintenance preserves them for many years. 

It is here opportune to mention the subject of double glazing. ‘This 
system of window construction has enormous advantages in terms of thermal! 
and acoustic insulation. Indeed, where heavy traffic conditions are to be 
contended with, it can be justified solely on the count of its superior acoustic 
insulation. If these advantages are to be made use of, it must of course be 
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remembered that adequate ventilation has to be provided by alternative 
means. In our opinion double glazing is not made use of in England to 
anything like the extent which its admirable properties justify. These 
remarks apply especially to surgery and hospital construction, where noise 


exclusion is important 


THE ROOF 
Apart from the obvious comment that roofs are constructed of varying 
pitch from horizontal to practically vertical, the variety of slate, tile, thatch, 
asphalt and even asbestos, not to mention corrugated iron, provides an 
almost inexhaustible scope for the user. But, whatever the construction of 
the waterproof membrane may be, attention to the matter of thermal 
insulation is of extreme importance. A variety of materials of poor thermal 
conductivity is available for this purpose. These are manufactured in the 
form of a special quilt, which may be of glass, wool fibre, or slag wool. In 
addition to the quilts, materials such as fibre board, loose vermiculite or 
glass wool are available: these are sometimes more convenient than the 


quilts 


FINISHINGS 

The materials selected for finishing walls, floors, and ceilings directly 
affect efficiency, ease of maintenance, and esthetic value. ‘The wide range 
of materials now available leads to the conclusion that there is absolutely 
no justification for the neglect which results in dingy and ill-cared-for 
interiors. In the past we have heard objections raised to the presentation of 
a clean and attractive waiting room, the argument being that ‘they’ tend to 
abuse any decent provision for their comfort. ‘This attitude, of course, is 
about as progressive as the argument against providing baths for the poor 
(for coal storage!). We are well aware that in some industrial areas, where 
patients may have stepped straight out of a heavy industrial environment, 
the choice of finishings and furnishings may be influenced accordingly 
What we wish to stress, however, is the fact that the essence of good design 
is in the choice of suitable materials for the purpose required 


FLOORS 

Ihe factors leading to the choice of a floor finish, for example, must take 
into consideration not only characteristics such as attrition and ease of 
cleaning: noise and resistance to chemicals and reagents must also be 
considered. All these factors naturally have to be weighed up with an 
appropriate degree of attention to their various advantages, and some 
measure of Compromise 1s inevitable 

There should be no objection to the structural floor being of concrete; 
in fact it is normally the most suitable material. Where the floor is a ground 
floor, the possibility of rising damp must be borne in mind—this being the 
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usual cause of deterioration of linoleum and other coverings laid on con- 
crete. If the concrete slab is to be laid it should contain one of the many 
‘addmixes’ to make it substantially waterproof against possible rising damp 
If no such addmix is used, then some form of damp-proof membrane must 
be applied to the top surface whatever floor finish is adopted. Some com- 
position floor finishes which can be laid continuously may serve this purpose 
in themselves, but in our opinion these are not suitable for the purpose in 
question. 





Linoleum Moderate in cost; can be laid continuously in lengths up to 
6 feet wide, or in squares or tiles. Not affected by oil, but 
has limited resistance to acids. Should be laid with adhesive 


Mastic asphalt tile: Normally 9 inches square. Wide range of colours available 
Fixed with bituminous adhesive which serves as a damp 
proof membrane. Comfortable to walk on. Poor resistance 
to oil; moderate resistance to acids and alkalis. Must be 
polished with emulsion polishes only 


Vinyl tiles Similar to mastic asphalt tiles, but rather harder and more 
noisy. Good resistance to oil, acids and alkalis. 


Polyvinyl chloride sheet Hard wearing, similar to lino in appearance. Normally 
thinner. Unaffected by damp, excellent resistance to most 
chemicals. Flexible and warm. 





Rubber Long life, soft, very quiet, rather more expensive. Easily 
marked by rubber soles and heels of shoes. Must be laid 
with adhesive and a damp-proof membrane such as asphalt 
Poor resistance to oil and grease. More suitable for corridors 


Hardwood strip or parquet Warm, distinguished in appearance. Qualities known to 
most of us. Wide range of woods available 


| 


| Ceramic tiles. Terrazzo Hard, noisy, and cold, but easily maintained by washing 
| Clean in appearance, but expensive. Must be laid by a 
specialist. 

| Cork tiles Warm, quiet, comfortable, good life. Do not show marks 


by virtue of their granular structure. Tend to look a little 
| drab. May fade in strong sunlight. Easily maintained 





Taste 1.—Flooring materials. 


The level of the structural floor slab must be arranged to accommodate 
the particular finish chosen, for the thickness will vary from one choice to 
another; this thickness may be of from } inch to 1} inches, the former 
allowing for lino, mastic-asphalt, vinyl tiles, polyvinyl! chloride sheet, or 
rubber, the latter for hardwood strip, parquet, ceramic tile or terrazzo. 

All the finishes mentioned have certain merits and none possesses every 
advantage. Each should be laid by the appropriate specialist who will advise 
as to what precaution should be taken as regards damp and the method of 
fixing. 

For the reader’s guidance some of the qualities of the materials mentioned 
are summarized in table 1. 
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WALL SURFACES 
Wall surfaces will be discussed, bearing in mind their particular function, 
which varies from room to room. 
Plastered surfaces may be treated in a variety of ways. It is as well to 
remember that, in spite of the claims made by plaster manufacturers, 
newly plastered surfaces should not be covered by a continuous membrane 





Finishings for waiting rooms should be chosen for their 
purpose. 


of varnish or oil paint until some months have elapsed, to allow thorough 
dry-out processes to be completed. Normally, however, newly plastered 
surfaces may be treated with wallpaper, emulsion paint and distemper 
High gloss paint, though the most durable, shows up minute defects in 
plastering, but is probably one of the most useful wall finishes. More easily 
applied are the emulsion paints which today have largely replaced dis- 
tempers, because of their much better characteristics. Although the cost of 
the material is comparable to that of conventional paint, its application is 
much less expensive in terms of time and labour. It dries very rapidly——in 
a few hours—-and requires fewer coats and less skilled application 

We feel that a more imaginative use of colour than is customary is most 
desirable, particularly bearing in mind that we do not live with a colour 
scheme indefinitely if regular maintenance is carried out. The traditional 
cream and green still rears its head in many surgeries. If only for the sake 
of a change, surely a berserk extreme of a scarlet ceiling, or some other 
startling colour, on walls and joinery has some merit, particularly in the 
waiting room. Really cheerful colours are justified, for the patient will 
probably not be feeling his best, may well be feeling cold and cheerless on 
arrival, and may have to spend some time before being seen. 
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The colour contrast between furnishing fabrics, pictures, flowers and 
other elements of decor contributes to an elevation of the patient's apprecia- 
tion of the over-all efficiency of the unit. Incidentally, a few up-to-date 
journals, some suitable literature for children, and perhaps one or two soft 
toys, go far to humanize the waiting-room atmosphere. Remember that, 
apart from their appearance, fresh flowers give the rightful impression that 
details of comfort are attended to regularly. 

The simple provision in the waiting room of a suitable skirting of sufficient 
thickness to prevent the backs of chairs damaging the wall finish, goes far 
towards preserving wall surfaces. Greasy heads present a problem, but it 
is possible to ensure that the finish where this contact may take place is 
really washable 

Skirtings of the same material as the floor, in the form of a small cove, 
provide the most satisfactory junction between wall and floor surface. 

Where sanitary fittings are installed, ceramic tiles still form probably 
the most suitable wall surface. This form of finish, however, is relatively 
costly—-something in the order of {2 per square yard is an indication of the 
minimum cost of white or cream glazed tiling. Plastic tiles have recently 
come into use, but time has not yet allowed them to prove their worth 


SELF-HELP 

Having discussed at some length the various fundamental components of a 
building, it is reasonable to take this opportunity of suggesting that in view 
of the established amount of practical skill and artistic appreciation which 
is contained in the ranks of medicine a great many jobs of work in main- 
taining and improving property can well be carried out with a minimum, 
if any, of outside assistance. As an incentive, it should be borne in mind that 
of practically all building operations some forty per cent. of the cost is 
expended in payment of wages to the various tradesmen involved, and a 
further percentage is absorbed by administration, profit and overheads of 
even quite small contracting concerns. The material costs may therefore 
represent less than half the total cost of the work in question. 

Most of us, hitherto unaccustomed to such work, can encroach on the 
activities of the artisan within the boundaries of our own property, with 
considerable advantage and much satisfaction. The fact that work can be 
done outside surgery hours is an advantage, and is in any case almost 
essential. Engagement of building tradesmen during unusual hours may 
lead to considerable extra expenditure. 

It is quite unnecessary for a determined amateur to assume that his work 
will be conspicuous for its faults, for we have the advantage in being able to 
do the work at our own rate, which makes it possible to carry out many jobs 
more thoroughly than is otherwise economically possible. Most kinds of 
decorating can be successfully tackled, including papering of walls and even 
ceilings, provided the matter is intelligently considered before execution. 
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Never tackle any job to which you are unaccustomed without first seeking 


adv ice, al d 


perhaps reading up the subject 
If the thought of a sleeve full of paint is so repellent as to prevent per- 


sonal activity of this kind, the traditional course of ordering such work to 


be done by a building contractor becomes necessary 


OBTAININ 


[he invitation of competitive estimates 1 a number of builders is 
customary Dut it 1s most important to be absolutely certain that each 
builder asked to tender understands exactly what is expected of him, and 
that each is given precisely the same brief. Otherwise estimates will not be 
truly competitive and consequently will represent no useful guide in terms 
of value for money 

Without preparing an elaborate specification, a series of notes should be 


prepared 


yuld leave no doubt on such points as whether existing 
paint is ripped, rubbed down, or merely washed, the number of 

nt expected, the q iality of that paint, the time for completior 
und any such details as might possibly affect the price. ‘Thes 


apply equally to any building or maintenance project 


When inviting competitive tenders it is important to approach firms of 


tatus and reputation, in order that comparisons of their quotations 


present a fair economic contest 
} 
\ compromise between personal activity a! 


is the enlistn t of direct local labour, and few practitioners would be 


i¢ 


d employment of contractors, 


it their considerable advantage and asset of being ia close 

workers in every possible sphere. Many such workers may be 

e in the winter and would welcome doing spare-time work for 

their normal rate of pay for the work done. A good workman may well 
be able to enlist the services of fe llow-workers for spec ialized work such as 


bricklaying. ‘Thus an intelligent working knowledge of practical matters 


may save considerable expense in a project planned on these lines 
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XCIII.—THE NEWER ANTICHOLINERGIC AGENTS 
By A. D. MACDONALD, M.D., M.Sc. 


Leech Professor of Materia Medica, Therapeutics and Pharmacology, 
University of Manchester 


THe pharmacologist thinks of acetylcholine as the chemical transmitter of 
the nerve impulse, with both muscarinic and nicotinic properties—the 
former antagonized by belladonna alkaloids, the latter by curare. He 
recognizes differences in anticholinergic potency both as regards intensity 
and duration of action at varying points of action, and would suggest his 
drug of choice accordingly. From the point of view of the physician there is 
perhaps most interest in the drugs that relieve hypermotility and hyper- 
secretion in the alimentary tract, but the symptomatic relief of Parkinsonism 
and related disorders is also a common problem, and the relief of hyper- 


tension by ganglion-blocking drugs an increasing one. Neuromuscular 
blockade in skeletal muscle is important to the surgeon and anzsthetist. 


The development of synthetic anticholinergic agents has proceeded apace 
in the last decade. In the 1940 (first) edition of Goodman and Gilman's 
encyclopaedic “The Pharmacological Basis of Therapeutics’ reference is 
made to homatropine, homatropine methyl bromide (‘novatropine’, ‘meso- 
pin’), eucatropine, atropine methyl nitrate (‘eumydrin’), ‘syntropan’ and 
‘trasentin’. In the 1955 (second) edition these are supplemented by formid- 
able lists, and some of the drugs are rightly regarded as of too recent 
introduction for any accurate assessment of their clinical value. ‘Syntropan’ 
(amprotropine) and ‘trasentine’ (adephine) are written off as ‘clinical value 
denied’ and ‘poorly effective as spasmolytics’, more potent and less toxic 
drugs being now available to do all that was claimed for these then-triumphs 
of the organic chemist. 

The extent of the various fields of therapeutics into which anticholinergic 
drugs enter may be gathered from a brief perusal of the relevant chapters in 
Drill’s collaborative and monumental textbook ‘Pharmacology in Medicine’ 
Even to summarize these chapters would involve a whole issue of the present 
journal, but they are listed here, with their authors, and can be consulted 
for chemical, pharmacological and clinical details. 

Chapter 12. Curare and related compounds: A. R. McIntyre 

15. Drugs in (epilepsy and) hyperkinetic states: K. R. W. Unna 
27. Cholinergic blocking drugs: J. K. W. Ferguson 
29. Ganglion stimulating and blocking drugs: G. H. Acheson 
33. Veratrum alkaloids: O. Krayer 
34. Drugs in hypertension: F. C. Ferguson 
42. Drugs effective in ulcer therapy: B. B. Clark 
No British publication covers the field in such detail but in the British 
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Pharmaceutical Codex 1954 there are useful monographs on benzhexol, 
ethopropazine and the methonium compounds, and “The Extra Pharma- 


coperia’ (Martindale) contains condense accounts and useful references, 
particularly on the anti-Parkinsonism drugs 


“ANTI-MUSCARINICS’ 

Atropine methyl nitrate is still widely used in the treatment of congenital 
hypertrophic pyloric stenosis and may obviate the need for surgical inter- 
vention: 0.2 to 0.4 mg. is usually given, up to six times a day. The drug is 
more potent in ganglion blocking than tetraethylammonium, and it ts not 
surprising that a similar quaternary group has now been introduced into 
hyoscine as the methyl bromide (‘pamine bromide’, ‘epoxymethamine 
bromide’) and the butyl bromide (“buscopan’) to give powerful ganglion 
blocking and curariform compounds which lack the central action of 
hyoscine yet retain its peripheral effects. These compounds are much more 
effective on parasympathetic than on sympathetic ganglia and appear to act 
selectively on the nerve plexuses of the stomach, intestine, biliary ducts and 
urogenital organs, whilst the effects on the eve and on salivary and sweat 
secretion are barely perceptible. In spasm of the gastro-intestinal tract 
‘buscopan’ is claimed to give good results in 77 per cent. of patients and to 
fail in only 10 per cent. A 10-mg. tablet may be administered 3 to 5 times a 
dav 

Methantheline (‘banthine’) is reported on at length in ‘New and Non- 
Official Remedies 1954’. For a time it enjoyed a great vogue, particularly 
in the treatment of duodenal ulcer, for which so mg. were given 6-hourly. It 
has recently been replaced by propantheline (‘probanthine’) which is 2 to § 
times more potent, and for which the recommended routine is a 15-mg 
tablet at meal times and twice as much at bedtime. It is probably still too 
early to be confident that propantheline will avoid the criticisms levelled at 
methantheline: that the effects do not last, as a result of tolerance developing, 
and that such side-effects as dry mouth, blurred vision, urinary hesitancy, 
constipation, tachycardia and drowsiness are rather common. On the other 
hand, some observers maintain that with propantheline side-effects are 
either relatively slight or absent (Schwartz et al., 1953; Roback and Beal, 
1953), whilst significant relief from pain is usual within two or three days 
of starting the treatment. 

Oxyphenonium bromide (‘antrenyl bromide’) is more potent than 
methantheline or propantheline but less potent than atropine. The usual 
dose is 5 mg. four times a day. Diphenmethanil (‘prantal methyl sulphate’) 
is given in much larger dosage: 100 mg. three or four times a day, and 
sometimes as much as 800 mg. in a day. These drugs share in the side- 
actions enumerated for methantheline, and are contraindicated, as in the 
case of methantheline, in glaucoma and prostatic hypertrophy 

Amongst other compounds on which mature assessment is awaited may be 
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mentioned: mepiperphenidy! (‘darstine’), tricyclamol (‘elorine’, ‘tricoloid’, 
‘lergine’), dicyclomine (‘bentyl’, ‘bentylol’) and aminopentamide (‘centrine’) 
It is extremely difficult to place such drugs in order of clinical importance 
The pharmacologist may compare their activities with atropine and express 
their varying intensities on different tissues or systems as rounded per- 
centages, but it is certain that what suits one peptic ulcer patient is not 
necessarily as satisfactory in another, and an experimental outlook is still 
necessary. Many of these ‘anticholinergic spasmolytics’ are also supplied 
compounded with small doses of barbiturates: e.g., ‘lergine compound’ is 
tricyclamol with phenobarbitone, ‘co-elorine’ is tricyclamol with amylo 
barbitone, and so on. To give a prolonged actiun some tablets, such as 
‘antrenyl duplex’, have a coated core, so that doses need only be given twice 
a day instead of six-hourly, the coated centre developing its action after six 
hours OT SO 

An interesting recent development, as yet unpublished, has resulted from 
the separation of the optical isomers of procyclidine, benzhexol and tri- 
cyclamol. In each case the anticholinergic activity lies in the isomer, 
whereas the d-isomer is equally or more toxic. If the / isomers can be readily 
separated and prove stable this should lead to a considerable increase in 
therapeutic efficiency 

MYDRIATICS 

For use in the eye, a succession of compounds have been introduced in 
attempts to improve on the actions of atropine as a cycloplegic and mydriati 
Lachesine was a war-time substitute, but the onset of its full effect takes an 
hour—it lasts for five to six hours. Two drops of a 1 per cent. solution may 


be used. Lachesine is of special value where abnormal reactions occur with 


atropine or hyoscine. Dibutoline and cyclopentolate hydrochloride (N.N.R., 


1954) have a more rapid onset of action when used as 2 drops of a 0.5 to 1 
per cent. solution and repeated in ten minutes. Complete recovery may take 
a day, but can be accelerated with 1 or 2 drops of 1 per cent. pilocarpine 
nitrate, so that the patient can read within six hours. 


DRUGS FOR PARKINSON'S DISEASE 

The substitution of synthetic drugs for atropine, hyoscine and such galenicals 
as stramonium has proceeded apace, but it is important to remember that 
all such treatment is symptomatic, that often it has to be carried to a stage 
at which side-actions are troublesome, that neither doctor nor patient should 
expect too much (a ‘20 to 30 per cent. improvement in 60 to 50 per cent 
of patients’, though how such improvement is measured, even roughly, is 
uncertain!). A combination of remedies is often desirable, and the patient 
should not have his drug routine changed abruptly, nor should the help of 
the physiotherapist and psychotherapist be neglected. 

Benzhexol (trihexyphenidyl, ‘artane’) is generally regarded as the most 
widely useful substance. On the eye, it has an action equal to, but shorter 
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than, atropine, but it is only half as active on rabbit gut, one-sixth on dog 
gut, and one-tenth on the salivary glands and cardiac vagal mechanism. 
‘The Extra Pharmacopeia’ (1952) maintains that it affords less marked 
benefit in tremor than in muscular hypertension and rigidity, whilst Good- 
man and Gillman (1955) report that it is not helpful in spastic states but 
antagonizes muscle tremors more safely than atropine. The initial dose of 
3 mg. a day may have to be increased tenfold to obtain relief, and anti- 
histamines may be combined with it. To reduce the somnolence and 
disorientation, amphetamine may be given: 5 to 10 mg. an hour before the 
dose of benzhexol. Kemadrin is used in similar doses to benzhexol and has 
been claimed to decrease rigidity and salivation, but not tremor, and to 
improve muscular coordination in 47 of 50 patients (Montuschi ef al., 
1952) 

Ethopropazine (‘lysivane’) is given in much larger doses—-up to twenty 
50-mg. tablets (i.e. 1 g.) may be required daily. Diethazine (‘diparcol’)—a 
phenothiazine derivative—may be given in even larger doses, but is probably 
more toxic. Caramiphen (‘panparnit’ in the United States, ‘parpanit’ in the 
United Kingdom) is given in daily doses gradually increased from 50 to 
600 mg. Benzotropine sulphonate has been found useful both by itself and 
in combination with some of the others, and various newer drugs are still 
under trial 

GANGLION-BLOCKING DRUGS 
These are represented in the B.P.C. by tetraethylammonium bromide 
(T.E.A.) which blocks both sympathetic and parasympathetic ganglia when 
injected intravenously in doses of 0.1 to 0.5 g., and the longer-lasting 
pentamethonium bromide and hexamethonium bromide, chloride, iodide 
and tartrate. Hexamethonium was originally introduced as an antidote to 
decamethonium, but this use has been abandoned. It is now widely used in 
attempts at the control of severe hypertension, starting with doses of 5 to 


50 mg. parenterally six-hourly and increasing sometimes to ten times this 
level. Hexamethonium is sometimes given by mouth, but has then only 5 
per cent. or less of the action produced by the same dose when injected. 
The lowering of blood pressure during a surgical operation is sometimes 
desirable and can be obtained with 50 to 100 mg. intravenously. Pendiomide 
and trimethaphan (‘arfonad’) have also been recommended for this purpose 
The use of the drug is limited by the widespread general parasympathetic 
block and the postural hypotension which it produces, and it is probably 


contraindicated in the elderly and particularly in the elderly arteriosclerotic 
patient. Rauwolfia alkaloids are less potent but by their central action may 


reinforce the hypotensive effect. Veratrum drugs are now little used in this 


country for hypertension 


NEUROMUSCULAR BLOCKING AGENTS 
Following the demonstration that acetylcholine is released at nerve endings 
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to skeletal muscle, and the isolation of tubocurarine from curare, the use of 
this and other drugs to block transmission has developed substantially. 
Tubocurarine does not affect acetylcholine release but prevents its action on 
the muscle receptors, and is called a ‘competitive inhibitor’. The intravenous 
administration of 10 to 20 mg. produces relaxation for about half an hour, 
and its action can be antagonized by neostigmine or physostigmine. Such 
doses rarely lead to diaphragmatic paralysis but adequate means of maintain- 
ing artificial respiration should be available if relaxants are to be used. The 
helplessness of the patients after the administration of tubocurarine is such 
that it is important to remember that it has no anesthetic or analgesic value. 
In larger doses it leads to ganglion block and histamine release. 

Gallamine triethiodide (‘flaxedil’) has similar actions to tubocurarine, but 
larger doses are required: 80 mg. is a common equivalent to 15 mg. of 
tubocurarine. Many anesthetists prefer it. 

Decamethonium iodide and suxamethonium chloride act in different 
fashion, stimulating first, and indeed they may produce painful un- 
coordinated muscle contractions before relaxation develops, acting in a 
similar fashion to nicotine or a large dose of acetylcholine (Zaimis, 1951; 
Bovet et al., 1951). The action of decamethonium develops in two to three 
minutes after 3 to 5 mg. have been injected intravenously and lasts for 15 
to 25 minutes. Suxamethonium chloride is given in doses af 30 to 60 mg., 
acts in 30 seconds and persists for two to six minutes. 

These drugs are normally given after some such basal anesthetic as 
thiopentone sodium but, although included in the 1953 edition of the 
British Pharmacopalia, decamethonium has fallen out of fashion. Suxa- 
methonium is much used for intubation and similar brief procedures. 
Neostigmine and other anticholinesterases intensify rather than antagonize 
methonium block. But suxamethonium and gallamine are not histamine 
liberators, and can therefore be used in asthmatic subjects. 
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MY MOST INTERESTING CASE 


VIll.—TRAUMATIC MITRAL STENOSIS 


By HUGH BARBER, M.D., F.R.C.P. 
Consulting Physician, Derbyshire Royal Infirmary 


Peruaps after fifty years’ clinical experience it should have been possible to 
select a case of wider general interest than the following. It was this patient, 
however, who introduced me to a subject which has remained of continuing 
interest to me: cardiac lesions resulting from direct violence to the thorax. 


THE CASE RECORD 
Joseph S., before the 1914-18 War, was an active artisan with excellent 
health. He was a good athlete, interested in cross-country running, but 
never competed in anything too strenuous. He enlisted in August 1914 as a 
class A soldier, aged 32 years, and went to France in October 1914. He was 
a year in the front line in excellent health. In October 1915, he was blown 
up and buried by a shell explosion. He regained consciousness a few days 
later in a base hospital, to find that he was very short of breath, with an 
irregular, heaving action of the heart. There were no wounds or external 
bruises. He was transferred from one military hospital to another, slowly 
improving, and was admitted to the Derbyshire Royal Infirmary on June 
4, 1920. At this time (five years after the injury) there was congestive failure 
with some cedema and cyanosis. ‘The heart was very irregular with numerous 
ventricular extrasystoles. There was a mitral systolic bruit and a mid- 
diastolic rumble. The aortic second sound was normal. The heart was a 
little enlarged. The Wassermann reaction was negative. The diagnosis of 
rupture of the mitral valve was accepted, for which he received a pension. 
He improved with eight months’ rest, and was able to sit up a little out of 
bed. He was transferred to another hospital, but was readmitted for a further 


stay of four months from November 1921 to March 1922. The signs were 


unchanged. He was admitted again for eight months from October 1922 to 
June 1923 

At the end of this time he could walk about slowly without distress. He 
returned to his home in Derby. I knew him quite well by sight, and occasion- 
ally had a chat with him in the street. As the result of such an opportunity | 
invited him to attend a meeting of the Derby Medical Society on March 10, 
1930. This was fifteen years after the injury. He had not been in hospital for 
the past seven years; and during this time there had been no edema. He 
was able to walk a mile or so slowly. His general condition was good. The 
cardiac impulse was in the fifth space just external to the nipple line. The 
rhythm was regular. There was a definite thrill, associated with a loud, 
localized, presystolic bruit. The diagnosis of mitral stenosis was obvious 
The signs were indistinguishable from those which result from chronic 
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endocarditis of rheumatic origin. Obstruction of the mitral orifice could be 
diagnosed in 1920, but the signs were much more definite on the present 
occasion, ten years later. He continued to lead his very restricted life, with 
an occasional day or two in bed, until the end of April 1937 when he de- 
veloped lobar pneumonia with pleurisy and died on May 5, 1937. This was 
twenty-two years after the injury of his mitral valve. 


THE POST-MORTEM FINDINGS 

I was present at the necropsy. ‘The heart weighed 18 ounces (51 g.). There 
was a scar on the surface of the left ventricle and a calcareous scar on the 
interventricular septum. There was thickening, with calcareous deposits, of 
the mitral valve. The cusps were adherent, leaving a narrow orifice. Scar 
tissue extended from the base of the mitral valve into the myocardium. The 
lungs showed grey hepatization characteristic of pneumococcal pneumonia. 
The conclusion was that there had been a myocardial contusion involving 
the mitral valve, with a partial rupture of the valve. 


DISCUSSION 

The notes of this case may read like the simple story of a clinical curiosity 
with little scope for investigation or discussion. Nowadays we sometimes 
boast that a medical man is no longer ‘just a doctor with a stethoscope’. In 
this instance, however, as of course on all occasions, there is need for 
judicious assessment of the history, of the clinical course and of the natural 
history of mitral disease. Now that we rely so much on instruments of 
precision and help from special departments, these studies are worthy of 
emphasis. 

From the Aistory we are justified in concluding that the heart was normal 
before the shell explosion. It is true that volunteers in 1914 did not receive 
such a careful examination as the recruits in 1939; but this man would be 
re-examined in France, when valvular heart disease would not be overlooked 
Moreover, with the hard life of a front-line soldier, at the age of thirty-two 
years, a valvular lesion would have given rise to symptoms of distress. Quite 
exceptionally, I have detected unsuspected, well-defined valvular heart 
disease, giving rise to no symptoms, in a young athlete between eighteen and 
twenty-one years of age; but the response to exertion would be limited at 
the age which this soldier had reached. 

The urgent dyspnoea was recognized as soon as consciousness returned, 
which is obviously important. Short delay, however, does not exclude a 
traumatic heart lesion. In a simple myocardial contusion the onset of 
dyspneea is usually delayed for some hours and occasionally a symptomless 
lesicn (probably a tear in the endocardium) may end in rupture of the heart 
one or two weeks subsequent to the injury. When a valve has been damaged 
there will be immediate distress. In one or two well-authenticated cases in 


which a systolic bruit has developed following a chest injury, but the 
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patient has not been distressed, an injury to the septum has seemed to be 
the probable explanation 

The clinical course is in striking contrast to that of mitral stenosis the result 
of rheumatic endocarditis. In mitral stenosis which is due to natural causes 
the signs are characteristic at an early stage, when there is little or no 
distress, but tend to be less obvious when the disease progresses towards 
congestive failure. In the patient under consideration the obvious breakdown 
came first, with signs rather ill-defined; and when improvement came, aftet 
a number of years, with considerable relief of dyspnoea, we find the typical 
igns of mitral stenosis. Without anv knowledge of the history it would have 


passed as valvular heart disease due to natural causes. But in view of the 


history and course it was evident that an injured valve had healed with scar 


tissue causing obstruction to the mitral orifice 


REVISION CORNER 
CONTACT LENSES 
CONTAC enses are thin and carefully fitted lenses which lie in contact 
with the eyeball, behind the eyelids. They are separated from the cornea 
by a thin laver of fluid and most of them lie in contact with an extensive 
area of the conjunctiva overlying the sclera. ‘They were used on a few 
occasions in the nineteenth century, and have been used increasingly during 
the past fifty years, as new technical developments have provided lenses of 
more satisfactory type. The early contact lenses were made of glass, and 
this medium is still used by some workers, though many of the modern 
ones are mace of plastic 
r¥YPES OF CONTACT LENS! 

The earliest contact lenses were the work of glass blowers. | itting was DY 
trial and error and often required many attempts before the correct lens 
was pI xduced he production of standard ground lenses by the Zeiss 
Company in the early years of the twentieth century was the next develop 
ment. Standard sets of lenses were provided so that the fitting could be 
carried out quickly and conveniently. These lenses were spherical and no 
allowances were made for irregularities of the individual sclera and, although 
some patients were fitted satisfactorily, some never obtained comfort. The 
technique of moulding the front of the eyes and making a lens from this, 
introduced by Dallos in 1933, advanced the art of fitting and led to a great 
extension in the use of contact lenses. Modifications of this method have 
further increased the ease of fitting since that time, with continued increase 
in the comfort of wear. In recent years the corneal lens has been produced 


This small lens does not, like other contact lenses, rest on the conjunctiva 


overlying the sclera. It floats upon a capillary layer of fluid on the cornea, 
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and it was hoped that it would simplify the whole problem of fitting. 
Unfortunately, in many cases this lens is not well tolerated and it is not used 
as extensively as had seemed likely. 


INDICATIONS FOR USE 
These may be subdivided into optical, cosmetic, and therapeutic indications. 

Optical indications are keratoconus, surface irregularities of the cornea 
following injury or inflammation, and high degrees of myopia where the 
contact lens—besides giving better visual acuity—also allows a larger field 
of vision than is possible through a very thick biconcave spectacle lens 
The increased visual acuity obtained by the use of contact lenses in cases 
of keratoconus and in patients with irregular astigmatism resulting from 
corneal injury may be considerable. In this group should also be included 
patients who have had corneal graft operations. The graft may take per- 
fectly and be absolutely clear, but the visual acuity may be defective as 
a result of irregular astigmatism. In such persons, contact lenses may be 
of great benefit. Monocular aphakia may be treated with contact lenses 
because they cause the size of the image of the aphakic eye to approach 
more nearly that of the normal eye, so that fusion may be possible. This 
is more likely to be achieved in younger people, and it is necessary that 
the contact lenses should be fitted without any delay after the procedure 
or event which has led to the loss of the lens of one eye, or suppression 
may occur, Aniridia and albinism may be treated by an opaque contact 
lens with a small central aperture. This increases the optical efficiency of 
the eyes, although it does not affect the nystagmus which is usually present 
if either of these conditions has existed from birth. 

Cosmetic indications include an individual dislike of spectacles, or those 
occupations such as acting and concert singing where spectacles cannot be 
worn. Contact lenses may be worn by footballers when spectacles would 
be inconvenient, and they are useful to swimmers and divers since they 
can be worn during these activities. Golfers and persons who hunt or sail 
find them useful since they are not dimmed by rain or spray. A contact 
lens with an artificial eye incorporated in its front segment may be employed 
to cover a shrunken disfiguring eye, if enucleation is refused. 

Therapeutic indications are corneal exposure from any cause such as 
facial palsy or damage to the eyelids, and neuroparalytic keratitis. They 
have often been used in mustard-gas keratitis when, not only do they 
overcome the effect of corneal irregularities, but they have been thought 
to prevent the progress of the degenerative lesion. Experience has shown 
that, although they may retard such progression, it is not eliminated, and 
many patients with this condition reach a stage when they are unable, on 
account of discomfort, to continue the use of the lenses. 


RESULTS OF WEAR 
The main difficulty in ordering contact lenses for any patient is that it is 
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difficult to forecast in any individual case how the lenses will be tolerated. 
Two particular troubles occur. Some patients suffer from great irritation 
and discomfort, a feeling of ‘something in the eye’, and they have to remove 
their lenses in order to obtain relief. Others develop blurred vision, which 
is due to edema of the corneal epithelium, and is known as Sattler’s veil. 
The discomfort and irritation can be overcome to a great extent by careful 
selection of patients, followed by exact fitting of the lens. It is essential 
that every patient who is to be fitted with contact lenses should have an 
adequate motive so that he is prepared to make the necessary effort to 
acquire an adequate degree of tolerance. It is striking that the results of 
wear tend to be better in patients with keratoconus, where greater reward 
results from their use, than in patients who wear them entirely for cosmetic 
reasons. Veiling can be overcome to a great extent by the technique of 
perforating and guttering the lenses. It is difficult to summarize the results 
of wearing contact lenses. Some patients insert them on waking in the 
morning, and wear them throughout the day until they go to bed. Others 
never acquire tolerance and after a short period they give up the effort of 
wearing them. It can be said at the present time that the majority of 
patients, if correctly selected, can wear contact lenses for six to twelve 
hours a day, possibly with a gap of half to one hour in the middle of the 
period. This enables them to use the contact lenses either for their social 
engagements or, alternatively, for the whole of their working day. 

Many persons approach the use of contact lenses with alarm, because 
they fear that they will never learn to insert them and remove them. This 
is the least of all the difficulties. All patients speedily become expert in this 
technique and it is said that it is possible to remove a contact lens at the 
dinner table without the other guests being aware of the manceuvre 

A. G. Cross, M.D., F.R.C.S. 
Consultant Ophthalmic Surgeon, St. Mary's Hospital; Consultant Surgeon, 
Moorfields, Westminster and Central Eye Hospital. 


THE WINDY INFANT 


Ir is said that plenty of fresh air can do nothing but good to the recipient, 
but those of us who have to deal with the problem of the windy infant 
might well consider that we are faced with the exception which proves the 


rule. 

Everyone swallows air when he eats and infants rather more so than their 
elders. Such wind, however, does not really constitute a problem, for, 
throughout the ages and the world over, parents have evolved their own 
particular and successful variant of the known methods of persuading their 
infant to bring up his wind, On the other hand, the factors which cause an 
infant to swallow air to excess will soon, if unrecognized or uncorrected, 
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produce a condition in infant and parents which requires knowledgeable 
explanation and advice if a calm and happy family life is to be recovered 


THE IMPORTANCE OF THE HISTORY 

The windy infant provides an example, so commonly seen in paediatric 
practice, of the patient who has a multitude of symptoms and a minimum 
of physical signs of ill health. For this reason it is essential that the history 
taking should be given most attention. ‘The time spent in allowing a mother 
to pour out a full and detailed description of her infant’s symptoms and of 
her own attitude to, and interpretation of, these symptoms is never wasted 
She does not at first complain of her infant being windy. She is more likely 
to say that he is fretful, that he won't stop crying, that he seldom sleeps 

and lastly the more dramatic symptoms of vomiting and diarrheea are 
produced. ‘That the child is usually the first child in the family and is 
usually less than three months old can only aggravate the effect that such 
symptoms have on young and anxious parents. Such a situation should 
never be treated lightly by the doctor whose advice is sought-—- it is not 
enough to tell the mother that there is no evidence of disease and that the 


symptoms will disappear as the feeding technique becomes better estab 


lished. It is wrong to think that, because the symptom is due to a functional 
disorder rather than to organic illness, it is trivial and a waste of valuable 
time. Understanding of the maternal worry, explanation of its cause, and 
simple reassuring advice by the doctor on how to deal with the problem will 
restore the mother’s self-confidence and will probably save the need for 


future visits in answer to calls from a still anxious mother 


rHE CAUSE 
Che mother is young, inexperienced in the behaviour of an infant but 
wanting desperately to do the right thing. Because of the newness of 
everything to do with motherhood she wants a set of rules to guide her for 
she cannot believe that her natural instincts could be right. Such a rule she 
is often given as she leaves hospital or nursing home—feed the infant 
four-hourly at set times daily. In such a way she and her infant become 
prisoners of the clock and though, when her baby cries an hour before the 
feed is due, instinct tells her that he is hungry, she clings to her rule and 
anxiously awaits the release from restriction. When the infant does get to 
the breast or bottle he gulps the feed. Air can’ be heard gurgling down into 
his stomach and when this organ has been filled to the correct tension, even 
though half the content is air, he feels satisfied and stops feeding. He is 
sleepy and, though he may have been feeding for a very short time, or, if 
bottle fed may have taken only half of the feed offered, he will not take more 
so is put down in his cot or pram. When, on change of posture, some wind 
comes up he realizes that the satisfactory feeling of distension is gone and 
that he has been cheated of half of his feed. The rule does not provide for 
this situation: an infant crying loudly and persistently—with a very long 
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time to wait for satisfaction. It is to the credit of many mothers that their 
common sense rescues them and they obey their sound instinct to feed the 


hungry one whatever the clock may say. Others, however, persist in their 


obedience and a ravenous but exhausted infant comes to his next feed and 
an even higher proportion of air is swallowed. 

This rather simple sequence of events can be aggravated when the mother 
interprets the small amount of milk which may be brought up with the 
wind as a vomit. There are many neighbours and even a few grannies who 
will tell her that vomiting means a stomach upset and, ‘as everyone knows’, 
the treatment for that is to give the infant smaller more dilute feeds. After 
a day or two of this treatment adjectives would not describe the hunger 
which tortures the baby. A greater tragedy at this stage is that vomiting may 
be interpreted as an indication that breast feeding does not suit the child 
and a change is advised to bottle feeding. As the vomiting persists the 
changes are rung in the long list of milk modifications available. It is sad 
that on many occasions a change from breast to bottle feeding for this 
reason is often supported by the advice of a doctor or nurse 

Not all the wind will come up—some will pass into the small intestine 
where a sufficiently large bubble may act as a foreign body giving rise to 
colicky pain and increased peristalsis. Such increased hurry through the 
intestine will result in loose motions so easily misinterpreted as diarrhea 
This is a frightening word to the mother of a young infant and she eagerly 
accepts the advice of the wise women in her street that the treatment for 
diarrhea is bowel rest, so the feed is further reduced in size and quality 
Poor infant, what a vicious circle he has found himself in just because he 


couldn’t read the clock. 


MANAGEMENT 
In the management of such a feeding problem the doctor must, following 
his negative clinical examination, reassure the mother that her baby is 
quite normal, that he will recover his ability to feed with pleasure and 
satisfaction and that, if breast feeding has not already been discontinued, 
there is nothing wrong with her breast milk or any other milk which could 
be blamed for this syndrome. Full explanation on how such a complex 
series of symptoms could build up from such small beginnings should be 
given. The obvious advice for the future is that the person who is to be fed 
knows best when he is hungry and how much he needs to satisfy that 
hunger. Give the mother freedom to obey her instincts and so to realize that 
her infant, given all he wants to eat at the time when he is hungry, will come 
to regard feeding times with pleasure, will feed more quietly and therefore 
swallow less wind, and will undoubtedly sleep more peacefully for longer 
intervals between feeds. It is also necessary for the mother to know that, if 
her infant is bottle ted, it is wrong for her to estimate his daily requirements 
and arbitrarily divide that into equal parts for each feeding time. Infants 
can be as individual in their food requirements as adults and, just as some of 
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us prefer breakfast to lunch, so may an infant demand more at one feed 


than another. 


Bottles of medicine are of little importance in the case of the windy infant 
but should the frustrated infant be exhausted as a result of his trial, a simple 
sedative such as chloral hydrate, 1 grain (60 mg.) given before each feed for 
two or three weeks, will help infant and parents to readjust their family life. 

In modern medical practice functional disorders are much more commonly 
met than organic disease but at no level is the response to simple advice so 
complete and so satisfying as in the case of feeding problems in infancy. 


A. A. H. GAILEY, M.D., M.R.C.P.ED., D.C.H. 
Physician, Royal Belfast Hospital for Sick Children; 
Physician, Ulster Hospital for Children and Women, 

Pediatrician, Royal Maternity Hospital, Belfast 


NOTES AND QUERIES 


Venal Verruce 
Tue folk lore of warts is encyclopedic; 
the end 
Greenwich and, 
Cumberland (see 
p. 313) all have their special fancies for frighten- 
ing warts away. That the disappearance of warts 
can be been 
for some time by dermatologists; one 


gypsies 


in the wood, old women at of the 


illage, grandmothers in 


apparently . secretaries im 


caused by suggestion has now 


accepted 
of the more scientifically minded of these was as 
machine whether he 
Hypnosis is 
another example of how to achieve the same end. 


successful with his x-ray 
switched the current on or not 


Buying warts is a well-known method of tackling 
warts and clearly must act in the same way as all 
the other methods involving suggestion; what 
There is 
conclusive evidence that warts are due to a virus 


that way is nobody knows almost 
and yet all this witchcraft can achieve cure. It is 
past understanding. It is interesting that the 
percentage of cure by methods involving 
suggestion is always somewhere between 60 and 
70. Two workers in Cambridge have written an 
article which showed that there are probably 
two viruses involved—judging by inclusion 
bodies ; and it is only one of these which is easily 
frightened away; the other more 


mechanical methods 


requires 


To end with a cautionary tale. A few years 
ago I bought a wart—not very expensively 
from a sweet young thing aged five. One week 
later I curetted from my little finger the one and 
only wart I have ever had. (My young gir! 
friend—and this spoils the story—still had hers.) 

Davip I. WILLIAMS, M.B., F.R.C.P 


Hypnosis in Rhinitis 
Query.—I have a female patient, aged 40, who 
has been suffering from rhinitis, with a watery 
discharge from the nose, for the past two years 
At first she had a bilateral antrum infection and 
underwent a Caldwell-Luc operation. She has 
since been in the hands of an allergy clinic, al! 
being The patient has 
been great 


tests inconclusive 
recently 
hypnosis, and is certain that this will cure her 
should be 


opinion on the value of hypnosis in a case of this 
sort 


REPLY 


for the specific case quoted cannot be answered 


reading a deal about 


condition. I most grateful for 


The question of the value of hypnotism 
dogmatically. The following general points are 
offered for guidance. 

The lack of 


operation and the negative allergy findings may) 


success of the Caldwell-Luc 


mean that the significant etiological factor ts 


emotional and related to life-situations. It is 


possible to take this view only after positive 
findings of emotional determination have been 


The 


psychosomatic view is that emotional stress with 


discovered in the history conventional 
its accompanying autonomic changes produces 
the nasal hypersecretion by overaction of the 
parasympathetic system. American work by 
Wolff and others has shown how such changes 
in the nasal mucous membrane reflect emotional 
situations in the life of the patient. The danger 
of any treatment designed merely to reduce the 
symptom powerful 
underlying emotional causes must be stressed 
Those reporting hypnotherapy of 


without recognizing the 


successful 








NOTES 


such conditions also stress the importance of 
simultaneous psychotherapy 
raise the 


this 


It would seem best therefore to 


question of hypnotism as a treatment in 


when the 


be expected to 


condition tia a ychiatric referral 


psychiatric examinati might 


reveal the extent wh emotional factors are 
significant in ca ymptom, and there 


after, 1f this « ‘ d indicated, combined 


psychother otherapy might nD 
arranged 
FERGUSON RODGER, M.1 


» D.P.N 


PROFESS 


Triple Sulphonamides 


(QUERY Are there ar inherent advantages in 


of suipt 


the use yonamides i mbinations such 


as ‘sulphatriad’?If s ' ar the indications 


for the use of suc! I stions 


Wher sever ilpt 


’ 


ReP.y 


administered togethe heir antibacterial actions 


onamides are 
are summated bacteriostatic potency 
f the blood is tl f the total sulphonarmuds 


present. The solubility of each 


concentratior 
however 


f the 


1s relat y unaffected by the presence 


others so that higher dosage can be used 
without danger of crystallization im the 
Moreover f drug fever and drug 
rash is ’ onal to the d used. At an 


aosage 
daily these complications are 


urine 


the incidence 


oral dosage of 4 


extremely rare n though the drug is 


administered rey lily or for a prolonged 


period. As in m stances of drug sensitivits 
the sensitizatior ne 
that 
to 4 ALLY ; oi2g 


unlikely t 


sulphonamide or 


it follows irug im @ muxture 


lumuited sensitivity is 
The che nmadics ” the use of such 
reparations lehydration and the need for 
dosage, but nuch to be said for 


routine 


Suppre ssion o} Ve nses 


QuERY Aw ged 2 wh 


is going OF 


camping | \ ng swimming af 


ving roug! ; t er menstrual perwx 


falls exact middl the holiday. She 


desirous enses suppressed 


during the holid this be done without 


harm to the rat ’ f so, would you let 
me knov be given and the 
dosage’ 


REPLY The 


struation is a 


postponing 


asked. In general 


jesth 


the disadvantages of ing so outweigh the 


advantages, as direct interference by suppression 


of normal rhythm leads to the chance of further 


AND 
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irregularity and also ot heavy bleeding when the 


suppressing agent is withdrawn. Moreover 


although it asible to delay the period for a 


few days on the grounds of some special reason 


it is 


difficult to do so with confidence for a long 


' 
vulation can be suppressed | 


(estrogens 


Stlbeestrol in doses sufficient to do this would 


add nausea and vomiting to the list of possible 


ivantages. Ethinyl cestradiol can be tried in 


0.05 mg. thrice da starting on the 


of the preceding penod and continuing 


period ts desired 


KENNETH Bowes 


Diarrhea and Dentition in Infants 


(QUERY Diarrhoea, associated v he onset 


f dentition nm that every 


ther as well as many a docto me t 


» regard 
But surprisingly littl 
What 


renntit 


t a8 & normal occurrence 


1s sand in this Connex ’ 
are the et 
lanagement 
uficati 
physiolo 
REPLy ' ' nt } the past 
for a mu infant 
he paw pressing 
gum nt of reaction 
ast, upor 
As a result, 
bbling from 
The child 
p. In such 
1 is lowered 
respiratory 
port that thei 


tooth with bronchitis’. 


iS POSs increased sa 


vation may 


some mal intestinal action 


but one n ‘ . » 


he human desire to 


attribute scorn lefinite 


event of 
accident held re 
ponsible f childhood 
Wher during the 
; 


period, 1 id BD nvestigate and treated in 


ung has for long beer 
of the dlnesses « 


ccurs lentition 


ust the sarne the « dit at any other 


f infan In m ca t will have 


wn some unites 1‘ pare! 


' teral infec 


which the baby's resistance has been 


wered, in which case treatment f ws ortho 


x lines. In mild cases no cause may be found 


and then the malady usually lasts but a short 


tune. Sedatives, such as chloral (2 grains [0.12 ¢ 


258 


sub 


at six months of age, 3 to 4 grains (0.2 to 


ated as necessary, and the 


{ clear fluids for milk for a short 


yuld suffice 


Evertey Jones 





PRACTICAL NOTES 


Pemicillin in Chronic Bronchitis and 
Bronchiectasis 

For the rational use of penicillin in chronic 
respiratory infections, J. R. May (British Journal 
of Tuberculosis and Diseases of the Chest, July 
49, 166) divides these infections into four 
the sensitivity of the 
penicillin: (i) Those 
unit per ml., e.g. the pneurnococcus 
haemolytic Here, procaine 
penicillin, 600,000 units daily for five days, is 
usually adequate 


1955, 
groups, according to 
infecting organisms to 
below 0.05 
an i streptococcus. 

(u) Those between 0.05 and 
I unit, ¢.g resistant 


Here, 


thrice daily, or penethamate hydriodide (‘esto- 


partially staphylococci 


crystalline penicillin, 1 mega unit twice or 
pen’) §00,000 units twice daily, should provide 
ade quate cover 


tapl 


of a partially 
highly re- 
Those 


5 units per ml., e.g. H. influenza 


but the possibility 


resistant ococcus becoming 


must be 


between 1 and 


For this 


§00,000 units four times daily, should be used 


sistant borne in mind. (iii) 


group penethamate hydriodide 
iv) Those higher than 5 units per ml. Organisms 
unlikely to 


of any available penicillin 


with this level of resistance are 


respond to any dose 
prepar mon. 
In general practice, where sensitivity tests are 


Idon 


the likely 


reliance should ‘be placed on 
different 


expenence 


feasible, 
incidence of pathogenic 
May’s that H, 


in the sputum in over 80 


bacteria It is 


influenza is presen 
of patients with chronic mucopurulent bronchitis 
without acute exacerbation. This figure is taken 


that the 


ndicate majority of such chronic 


nfections would fail to respond to any form of 
enicillin other than intensive “‘estopen”’ ’. As, 


however, about sc of acute exacerbations of 


bronchitis or bronchiectasis are associated with 


heavy pneumococcal infection, these patients 


should respond satisfactorily to almost any 


penicillin therapy 


Topical Isoniazid in Tuberculosis of 
the Skin 

ruat ‘the topical 
hydrazide may have 
tuberculosis of the 
Harvey and G 
Dermatolog 
tion they 


use of isonicotinic acid 
in the treatment of 


skin is the 


a place 

opinion of G. 

(British Journal of 

June 1955, 67, 225). The prepara- 
t 


used 


Leslie 
was an ointment containing § 

In three fresh 
cases of lupus vulgaris the lesion was ‘apparently 


isoniazid in an emulsifying base 


healed’ after eight to ten weeks’ treatment. Two 
relapsed cases of lupus vulgaris became quiescent 
and another of long standing showed improve- 
ment. Four of these cases have been followed up 


for one year, and one for nine months. and 
far no 
Three 
healed 


signs of fresh activity have seen 


cases of verruca necrogenica were al 


within seven days of beginning treat- 


ment. Three cases of Bazin’s disease all became 


worse on this treatment 


Isoniazid in Tuberculous Peritonitis 
SATISFACTORY results are reported by H. Shukry 
and S. Awwaad (American Journal of Diseases of 
Children, June 89, 685) from the 

administration of isoniazid in 15 


1955, 
cases 
In the 


ten cases the daily dosage was 5 mg. per kg. body 


tuberculous peritonitis in children first 


weight ; in the second five it was raised to 10 mg 
per kg. body weight, but the results showed that 


there was no clinical advantage in tl 


re larger 


dose. The cases were followed for ten to twenty 


months subsequent to the cessation of treatment 


Twelve cases were completely cured’ within a 


period of six to ten wecks’ treatment, and the 


remainder ‘showed a very marked improvement 


All eight cases of tuberculous ascites and tabes 


mesenterica were ‘completely cured’ with 


period of two to six weeks, and there was 
follow 


recurrence during the up period. Of the 


seven cases of the fibrocaseous type, four were 


completely cured’ within six to eight weeks 
; 


remainder showed 4 


Associated 


and the 
marked 


treatment, 


very improvement extra 
abdominal tuberculous lesions were also favour 
ably affected : e.g. chest infiltration, phlyctenula 
conjunctivitis (one case) and tuberculous glands, 
lymphadenitis 


months N 


but im one case cervical 


sinuses recurred after six 


effects were noted. 


Promethazine in Vomiting of 
Pregnancy 

PROMETHAZINE been found by 
Fitzgerald (Ne Zeal Vedical 
April 54, 215) to be of 


treatment of nausea and 


has | 
md 

ee } i 
10sS, vValiuc I 
omiting of pregnar 
series of 


had 


from 


In a consecutive 254 pregnant womer 


whose gestation reached 24 to 32 weeks 


nausea and/or vomiting 


61 suffered 
Alternative 
hydrochloride, 25 to 5 


patients were given promethazine 


o mg. twice daily, and 


twice daily, the latter 
acting as both 
was continued for a fortnight before results were 
The were classified as 
moderate’ and In the ‘mild’ 


of the 22 women who received promethazine 


ascorbic acid, 25 me 


treatment 


controls In 


groups 


assessed. cases mild . 


severe’ group, 20 
with six of the 25 


group 


were cured, compared 


receiving ascorbic acid. In the ‘moderate 
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the comr fig 2c 2 f the 2s wt has er sed t ercome this difficult but is 
received t irea r unprove } tu = hf rd mad ser is burns have 
ana fr € f the 27 | ece ascorbic acid Dec De rom ts is€ \ H Fentor 
In the ‘severe’ gr tof natients wh }) macet ul Fournal, lu 2 1955, 175, 67 
received promethazi re improved or ct has tigated pr m and her ts that 
compared wit! ‘ g the four who received sotonic, Sstabie, neutra ind equate pre 
ascorbic acid. | : 1 whole, the served « irops of chiora ! ‘ ha ect 
figures show i <5 ents wt re sing the I re r j 
rece prome ‘ - were cur a6 
and 11 (18.9 I contr # + 
group of 50 pati were cured and . t i 

nree (5.3 wer ihe author cor \ san ¢ was store the refrigerator for 
cludes that I} , h to be s ! nt t s 4 without let tior f 
for the more fre ntinistamines cl iphenk cryst showing that the 

Y g r herr 1s might ret ation will withstar nsiderat < ng 
reduce the hypereme ler w er condit s without crvstalliz . 
gra rum wi I eatment Keeping tests showed that the | ratios 

intained its f chilorampheni« neent { 

( ‘hlorpromazine in Ophthalmic t wt five months when stored at ro 
S . : ter ratur , recommended that the dror 
‘ urgery - ieee aidan 
THe use of a ' f chlorpromazine : oes ¢ “~ 
saggy , ; aes Deen ound © t how t res : 
R. A. Burr " g Rritish Tourna ; aoe mn 
ae 2 ; ep “te “ . : tee s the if s were f if t t re 
< er < t | ' thar®r i nha | . ‘ BR P< 

most t c surgery excey 
squint I} ed upon the 


r 
¥ 
x 
+ 
, 

— 
~~ 
= 


Improt et 


1 Barium Enema 


ac ' ft ICOM » 12 t PA ' } xvypher tir d 











; 
Siete Ot f the petients were gives alte ¢ actuator’. J. W. McLaren 
zine ar g. of uted in Jun 28. 28s) record a method of using it 
f saline " the imtrav« J an adiur to 1 g examination of the 
route twent } nutes before oper I nm. which ti ler t e's - 
At least te ' for the injectior , 7 ype sion 
I i> case is give tr at f +) nm b re exact 
secular vo | re operat , : lets - ‘ 
with hur n’. | sted that ‘the ‘e ; , . 
antag " " . 1estior : pow ‘ water to 2 
espe surg Abs nce ! 1) ar g ‘ } tect yue und 
appre! with muscula ed that ‘ 
re at t! lisad tage f sential for suc thar th rrect apparatus 
genera : } itstanding feature per , - e tech P 
: : 
x ad . 
f which Anied 
: : « ai | anaesthes ‘ nce ‘ ‘ alu 
~ ‘ t? ; Case eas g , . 
i evere } lere rt " stra 
' fa a ’ e easict 
: ' ar : ira i be found 
| Eye-l 
Chloramphenicol Eye-Drops ble’ in the diagnosis of extrinsic lesior 
OnE * the ai . preparing cf ’ Che « ellent fr : " nmatterr at ’ an ft 
smamhes , , . sbilit £ ot : , giona 
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Stripping Varicose Veins 


ALTHOUGH it is difficult to find a statistical 
method of comparing the results of stripping 
with other forms of treatment of varices, it is 
the impression of J. B. Kinmonth (Proceedings 
of the Royal Society of Medicine, June 1955, 48, 
442) that stripping ‘gives better results with 
fewer recurrences’. Myer’s stripper, which is 
flexible, is the one most commonly used. It is 
best to have a set of three, each with a different- 
sized head. When the Myer’s stripper is used, a 
standard ligation at the sapheno-femoral junc- 
tion is first done. To reduce bleeding, the 
operation should be done in the Trendelenburg 
position, and this position should be maintained 
during transit to the ward and for at least 
twenty-four hours afterwards. In Kinmonth’s 
experience the incidence of embolism after the 
stripping operation is no higher than that after 
other surgical operations. In a series of 204 
such operations at St. Thomas's Hospital in 
1949-54 there was only one case of pulmonary 
embolism, giving an incidence of 0.5 


Inguinal Adenectomy in Skeletal 


Tuberculosis 

FURTHER in favour of the value of 
nguinal lymphadenectomy in the diagnosis of 
skeletal tuberculosis is adduced by I. M 
Stewart (Tubercle, 1955, 36, 185). He 
records the findings in 36 cases, the total number 
of inguinal adenectomies performed in his unit 
over ten years. Inguinal adenectomy was positive 
1§ times out of 18 operations on proven tubercu- 
losis of the knee or tarsus. Of the three negative 
reports, in one the specimen was autolysed on 


evidence 


June 


arrival in the laboratory, and in another case 
therapy had been 
given preoperatively. Inguinal adenectomy was 
negative in 18 cases, and in none of these did 
tuberculosis develop. The fact that there were no 


specific anti-tuberculosis 


fallacies in the negative biopsies is taken as 
confirmation of the contention that tuberculous 
inguinal lymphadenitis is rare in the absence of 
lower limb skeletal or pelvi-perineal tubercu- 
losis. It is pointed out that considerable work 
remains to be done to prove the utility of the 
findings regarding joints less commonly affected 


and less iwleally situated than the knee 


Indications for Splenectomy 

“THERE is no evidence’, according to A. G. R. 
Lowdon (Annals of the Royal College of Surgeons 
of England, June 1955, 16, 400) ‘that a human 
adult lacking a spleen suffers any reduction of 
exercise tolerance or of resistance to bacterial 
infection’. If possible, however, splenectomy 
should be avoided in infancy, as there is evidence 
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that the spleen plays a more important part in 
resistance to infection in the child than in the 
adult. Among the indications for splenectomy he 
includes rupture of the spleen, a wandering 
spleen which is causing symptoms, tumours and 
cysts of the spleen, and hydatid cyst of the 
spleen. Tuberculosis of the spleen may rarely 
be relatively localized to the spleen, especially 
in children, and may then be 
justified. In some diseases associated with gross 
splenomegaly the enlargement may per se cause 
so much discomfort and disability that splenec- 
tomy has to be congenital 
hzmolytic anemia splenectomy is curative and 
should be carried out even in mild cases; it is 
better performed during a remission. If the 
operation 


splenectomy 


considered. In 


infancy, 
years. In the 


recognized in 
should be delayed for a few 
acquired type of hemolytic anemia it is the 
should be 
those 
t 


disease is 


author’s opinion that splenectomy 
‘considered in all “chronic” 
which have no remission after transfusions « 
blood in the acute stage, or no apparent cure 
after a period of treatment with cortisone 
Although the operation carries at best a 50 

chance of cure it may be said to involve less risk 
than cortisone treatment continued indefinitely’ 
In secondary thrombocytopenia splenectomy 1s 
not indicated unless ‘rather speculatively in 
cases in which the thrombocytopenia is part of a 
cytopenia associated with hypersplenism’. In 
primary or idiopathic thrombocytopenia splenec 

tomy should be performed ‘if three 
relapses have occurred in an adult or if the active 


cases in 


two or 


stage is so severe or prolonged as to tax the 
resources of the blood bank’; it should. be per 
formed during a remission. It is reported that 
splenectemy is ‘virtually curative’ in about 60 
thrombocytopenia, and 
Approximately So 


of cases of idiopathic 
gives relief in about 20 


of true cases of hypersplenism are relieved 


splenectomy 


Suppositories for Sea-Sickness 
SuppPos!Tories made according to the following 
Monnerot 


1955, 63, 


formula are recommended by 
Dumaine (La Presse Médicale, July 2 


1021) for the treatment of sea-sickness 


Eserine brombhydrate or sulphate 


Atropine sulphate 
Ephedrine 
Phenobarbitone 


One two or three 
times a day 
day before sailing, but the 
said to be still effective after 
begun. At this stage they have the advantage 
over oral administration of being retained more 


easily by the victim, 


suppository is inserted 
It is advisable to start treatrnent the 
supp wmitories are 
vomiting has 














REVIEWS OF BOOKS 


Surgery of the llimentary Tract. By 


Ricwarp T. SHACKELF* 
by Hammonp |. D 


delphia and Londor 


Lo., ross Tt 


and 2,575. Figures 1,7 
Da. SHACKELFOR ets out 
operation emp ve 
disease or injur f tre Dba 
organs of the a entary trac 
aim with remark e energy 
remarkable succes Each cl 


section, opens with an adr 
in which the anator 


part are summarize 


peration are outlined. Ger 
pathological problems 
book. There is a ear ex] 

of achalasia and its treatme 


malignant turn 





RD, M.D., assisted 
AN, M.D. Phila 
W. B. Saunders 
mes. Pp. cxlvi 
. Price £21 


to describe every 





n the repair of 
ninal walls and the 


t. He pursues this 


attains it with 


r, indeed each 





e mtroductior 
physiology of the 
the principles f 
eral discussion ‘ 
a teature of the 
n of the problen 


and another or 





ve esophagus. There is 





a useful summar [ the ue of the tests of 

er fur n, 4 assessime f the problem of 
hepat rrhosis good discussion of hydat 

sease and ar ne of the physiology of th« 
b ry apparatus The sect s on the spleer 
on congenital at ties of the intestines 
and on Crohn's ease, and the analysis of the 
results of operations for cancer of the rectun 

all most lable The descriptions t 

operative technique are ciecar and complete 
enough to allow the reader with a knowledge of 
surgery to f ~ the steps of each procedure 
and t pertorr t himesecti! he shustratn are 
. rab] cle nad helnf 

, few t rs 4 pre sumably De 
correctex tr next « t c.2 hg. 1015 ts 
printed Ips 4 hg 504 of reversed 
rotation sf . tre enor mesenteric artery 
going behu f in front of the trans 

rse color “ fig s6< shows the ces 
phages r tus fore t th crura of the 
hiaphragr stead of ht crus only. The 
use of Latu g stomical diagrams 
$ archaic ar tlecte 

The mair srt f the book, however, is 
nm its lack of ‘ he author's passior 
for complet has ercome his critica 
faculty Ir a t . resumably ntended +t 
guide the ing. t nv of the operations cite 
should have beer mitted or condemned in 
uncertain terms. Cardioplasty and asophag 
gastrostorm t asta, tf two-stage opera 
thon for phar gea rtiicula, gastropexy it 
anv forr he use Murphy's button, the loca 
excisior | g er Roux's gastrectomy 


m gastrectomy, the bridg 


a gap in the common duct by a rubber 
tube covered in omentum, the Lahey double 
barrelled resection of the right colon, the various 


operations on the rectum that leave a perineal 





stomy—these things are never done today 
by surgeons wh know ther b 

B ts encyclopedic completeness alone 
however, this book will deserve a place in 
every surgical brary 


Modern Trends in Blood Diseases. Eprrep 
ny |. F. WILKINSON, M.D... M.S Pu.D., 
F.R.C.P., FRI London: Butterworth 

& Co. (Publishers) Ltd., 1955. Pp. viii 


and 39. Figures 92. Plates Il. Price 6s 











As stated in the preface, this book us intended 
to be a treatise on hematology, but rather 
erve as a to present trends in the 

estigation of pr ems pertaining t lisecases 

f the blood and blood-forming organs. It 

mmprises fifteen chapters | a number of well 
knowr Britist and Americar writers Ne 
pt has been made to cover the whole field 
ft haemat 4 but those aspects fave beer 
elected for discussior n which the more out 
standing advances have been made during 
ent vears. Thus, among the subjects covered 
are rad ror the study of iron meta 
bolism, haemolytic anawrmmias, the blood pigments 
and porphyrins, the leukemias, anticoagulant 
therar and the megaloblastic anamuas 
As is inevitable in a volume of this type, the 
hapters are not uniforr juality Some are 
excellent whilst thers are { doubtful value 

Nevertheless. the book as a whole its to be 

recomrne 1 to general physicians and patho 

gists wishing to keep abreast with this rapidly 
ar re 4 | med me Mor er, the 
expert haemat gist 4 ’ [ a convenient 

‘ irce ft mformatior m subjects steide his 

5 special held. ‘lhe production ts first-class 

each < r wm pr ied ~witl a Dit graph, 

and there is ar lex the er { the book 


Viral and Rickettsial Diseases of the Skin 
Eye and Mucous Membranes of Man. By 
Hervey BLANK, M.! and GEOFFREY 
RAKE, M.I London: |. & A. Churchill 


Ltd., 1955. Pp. xiv and 28s. Illustrations 





7 Price 60s 
[HE importance irus and rckettsial infe 
ms in all branches of ; e ha creased 
ma (6s Cet ncreasing rapid Th apples 
articular to those areas of the body whuict 
an De seen and ¢xa nec casi! the skin, eve 
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teachers, students and practitioners. By 
judicious revision and rewriting, and by the 
omission of the section on syphilis, the author is 
able to include some new material on disorders 
of menstrual function and on radiotherapy 

and in doing so he adds only ten pages to his 
previous edition. Nothing is lost by the slight 
reduction in the total number of illustrations, 
those with the 
important operations have been completely and 


particularly as dealing more 


competently redrawn. The section on x-rays has 
been clarified and only slightly enlarged. The 


general arrangement of the material on a 


pathological rather than an anatomical basis is 
wisely retained, particularly in the three final 


sterility, and on symptoms and 


sections on 


treatment in gynecology In the present state ot 


e} / | 


€ medical curriculum there remains some 


joubt whether it is justifiable to devote sixty 


ages to anatomy, embryology and physiology 
f the female genital organs 

The author is to be congratulated on a clear, 
concise, yet comprehensive and well-balanced 
teacher can, with confi- 


textbook, which every 


ce, recommend to his students 


Differential Diagnosis of Internal Diseases, by 
Bauer, M.B., F.A.C.P 
Grune & Stratton Inc 
Bauer's book, first published in 1950, has been 


Julius second edition 


$15.00) Professor 
extensively revised and enlarged. In particular, 
the author is to be congratulated on the thorough 
way in which the bibliography has been brought 
up to date, and on the improvement of the 
subject index (which was criticised in the first 
editior There 
of x-ray films which are of excellent quality, as 


are several new reproductions 


indeed are most of the photographs and illus- 
In a short review, it would be invidious 
Pain 
in the Extremities’, “Habitus’ and the ‘Cardio- 


trations 
to discuss individual chapters in detail 
vascular System’ are outstanding sections, but 
illustrative electrocardiograms 
included in the latter 

Professor Bauer has 
produced a valuable reference book, and his 


this 


edition should ensure its continued wide appeal, 


a few simple 
might advantageously be 
chapter in a future edition 
meticulously careful revision of second 
fulfilling his object of ‘stimulating clinical think- 
ing and judgment’. 
appeal, this book should be in the possession 
of all hospital and medical school libraries 


Apart from its individual 


The Physiological Basis of Medical Practice, by 
C. H. Best, c.n.e., M.p., pD.Se., F.R.c.P(c.), 
F.R.S., and N. B. Taylor, M.p., F.R.C.S.ED., 
F.2.Cc.P(c.), F.RSAC.), in its sixth edition 
(Bailliére, Tindall & Cox Ltd., ors. 6d.) has un- 
dergone the most extensive revision since it was 


first published in 1937. There is no better book 
for the student in his period, the 
medical registrar and the clinical teacher. It is 


a happy amalgam of the art and the science of 


clinical 


medicine, and provides a most reliable guide 
to the physiologist entering the field of clinical 
medicine and to the clinician who wishes, so 


far as is possible, to correlate his clinical work 
with the latest concepts of the function of the 
The authors are didactic. They 
have successfully avoided the two extremes 


body never 


academic dogmatism and facile extemporiza 


tion. The book is comprehensive, yet always 


discriminating. This is a book which can be 


commended without reservation. 


by Dr. Lothar 


Georg Th 


Bakteriologie und Serologte 

Hallmann, in its second edition 
DM 
The 


and 


58.50) has been considerably enlarged 


sections concerned with virus diseases 


with 
rewritten, as also the section dealing with the 
efficacy rf 


those caused by fungi have beer 


tests for the determination of the 


both the older and the more recently introduced 
} 


been 


antibiotics. Other parts of the book have 


and tables 


additional 
Tt 8s text Dook 


revised improved by 
diagrams and coloured pictures 
bacteriology and 


A considerable 


wted to se rologi al 


is a comprehensive work on 


serology and is well illustrated 
part of it has been dev: 
vestigations and laboratory tests which may bx 


used in the diagnosis of bacterial and protozoa 


diseases and a detailed account is given of the 


various practical procedures employed. The 


changes in presentation of the text have er 


hanced the value of the book and to the medical 
translate the Germar 


bacteriologist who can 


text into English the volume should prove t 


be of great service, and it can be well recon 
4 


mended 


oohey M.D 
&S.1 ving- 


The need for a second edition 


Medicine for Nurses, by M. 
M.R.C.P., D.C.H., 
stone Ltd., 28s.) 
two years after the first shows the popularity of 
this book. The important chapter on psycho- 
logical medicine has been enlarged and a useful 


second edition (E 


i 


new feature is a list showing the approved and 


trade names of drugs. Careful scrutiny is 


needed to detect any points of even slight dis- 
agreement. These are unimportant and do not 
detract from the value of the book, for its teach- 


ing is sound and orthodox 


The contents of the October issue, w 
special devoted to ‘Advances 
will be found om page civ at the end 
Ment section 


number 





Notes and Preparations, sce page 140 
Fifty Years Ago, see page 353 
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SERENITY 


in the 


menopause .. . 


The menopause is a normal milestone 
in life, yet it is often accompanied by emotional 
disturbances with increased tendency to irritability 
and to disturbed harmony with friends and family. 
MIXOGEN tablets, by correcting 
endocrine imbalance, give rapid relief in the simplest and 


most economic way. 


dosage: |-2 tablets da 


reducing when possible 


Each tablet 
OESTROGEN-ANDROGEN SYNERGY 


of crystalline 
B.P. and 76 mg 
methyltestosterone 


Literature and sample on request. of 25 and bottles of 
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BRETTENHAM HOUSE LANCASTER PLACE LONDON w.c.2 


Telephone : TEMple Bar 6785/6/7. 02: Telegrams Menformon, Rand, London 
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Dexutate’ (dextras 
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arterial diseas« it Pp pheral arte rial 
coronar angina 
acting and proteu 
units six-hour 
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of phthaly 


the treatm 


1 are indicated uw 


enteric iniections 


ew anti- 


component ts 


i ¢} 
. ’ 


S$ stated at neither absorbed 


vy appreciable degree and there 1s minima 


t Issued m bottles of 24 


R. Squibb & Sons, 17-18 Old Bond 
lon Was 


Kic reactions 


PHARMACEl 


{LARMACEUTICA 


ricAl 


SPRCIA 


NOTES 
May A 


marketir x 


BAKER 


unce that the now 
Thes« i ails m tw 
packs 


25 meg. and 


I Jaye ni ar’ 


FILM NEWS 
16 mm conour, running tine 


ntended t show students and 


the techniques used in 
na hospital laboratory 

conjyunction with the 
End Hospital 


Imperial 


SW.) 


ul running 
conunction with 
Transfusion Service 
olved in preparing 
transfusion 
which have 


d when « iding whether to 


if so, the type of trans- 
Methods of 
hitches during transfusion 
LC.1 Film Library, 

Millbank 


and 


should be giver 


London 


AND SCHOI 
Hastines Prize alue {7s) 
er Hawti Prize 


i annuaily tor the 


ARSHIPS 


me value 
swarce 


matic observation, research 
general practice are 


Medica 


practice For the 


open to ar 
Association who 
s engage next 


award, es ' ‘ form the candidate 


yust reach the 


a later than 


(f,200 
candidates 
mrmuttee of the 


lertake research 


Medicine 


or treat 


State 
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ment of disease. Applications, on a prescribed make outpatient treatment es 
form, must be made not later than March 1, ally two-thirds of the cases 1 : 
1956. Further details of these prizes and given under thiopentone and succinyl 
scholarships may be obtained from _ the During the year, use has been mad 
Secretary, British Medical Association, B.M.A promazine reserpine and lvsergic 
House, Tavistock Square, London, W.C.1 amide. Of the first two of these 
used in the treatment 
BRITISH HOSPITALS CONTRIBUTORY depression, it is rep 
SCHEMES ASSOCIATION (1948) indicate 
Te annual conference of the British Hospitals On the 
Contributory Schemes Association (1948) will runners 
be held on September 29 and 30, at Caxton potent 
Hall, London, S.W.1. The principal speaker early 
be the Rt Hor lain Macleod M.P than ti 
ster of Health cases 
er ura 
METHYLPENTYNOL SCHEDULED 
4s from August 15, 1955, methylpentyn BRITISH 
vecame a | Schedule poison Chis meats 
hat methylpentynol may now only be | ya [we ross 
person known to the seller as a person t om Tubercu 
a poison may proper! rh und the required have been 
entry must be made I the Poison book "The Wokinghan 
Cour f the Pharmaceutical Society ha September 
expressed dissatisfaction with this decisior lr 
ypinion of the Council, methylpenty: 
supt 1 onl " 
1954 
pleted for the est 
CARE OF SPASTICS IN SCOTLAND students req 


Tne annual report fo ‘ of the Scottish losis at High W 


yur for the Care of Spastics s one oO } new ' 
ng progress. Westerlea 
hildren, in Edinburgh 
founded by the Council in 1945 
resident pupils As an innovation. da 
now being introduced. As an exampl 
progress being made, it is reported that 
first tue since the opening of the school, ever 
child in a class of 10 primary pupils did whole 
r part of a recent examination paper in his 


own handwriting, in spite of severe manual d 
bility in some cases. The accom i t 


ab 

Westerlea is now strained its utmost, and country 

plans are well advanced for extensions. There Student Tuber 

re now nine regional Parents Associations Gloucester Plac« 

affiliated to the Council. (The Scottish Council W.1 

for the Care of Spastics, Westerlea, 11 Ellers! 

Road, Edinburgh 12.) HOSPITAL BEDS IN SCOTLAND 

sur ‘ ‘ { rave: 4 a1 re ’ 

THE RETREAT, YORK ; published ur 

IN the 158th annual repor f . ter als 

mental hospita 

attention to the 

electroconvuls: 

sidered the best 

endogenous t pe 

is urged that 


inpatient use ' pti l ! arice I s bed 


CONTINUED ON PAGE 35! 
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Penicillin lo meet the needs of 


General Practice 


Permapen 


and the elderly 


Permapen tablets 
STABLE - TASTELESS - ECONOMICAL 
Pack of 18 foil wrap 


ped scored tablets 
each 200,000 units 


for children | rermaper 


oral suspension 


—_—_—__ PLEASANT TO TAKE - READY PREPARED 


Bottles GO mil 
300,000 units per 
large teaspoonful 


|Permapen Plus 


— * 4 
by injection FOR RAPID, PERSISTENT & SUSTAINED ACTION 


Single dose vials con 
taining 600,000 units 


__—_— 
(Pfizer) Worlds Va vgest Pr ducer of. Antibiotics 


*Trade Mark of 
Chas. Pfizer & Co. ine. 


Pull literature is available and will be supplied on request 


PFIZER LTD +» FOLKESTONE + KENT © tel: Folkestone 51771 
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SYRIAC AMULET 


This ancient amulet shows the 
Angel Gabriel mounted on a 
white horse driving his spear 
into the body of the devil-woman 
of the Evil Eye. it was 
considered to preserve mankind 

















from attacks of devils 




















TODAY staphylococcal, streptococcal and pneumococcal 
infections are attacked by the selective action of ERYTHR 
Tissue-thin Filmtab starts to disintegrate within 30 seconds 
makes ERYTHROCIN Stearate available for immediate 
absorption. Tests show Stearate form definitely protects 
drug from stomach acid. Patients get high inhibitory blood 
levels of ERY THROCIN in 2 hours or less. Peak concentration 
is reached at 4 hours, with significant levels for 8 hours 

Low in toxicity Bry THRoctN is less likely to alter norma 
intestinal flora than most other antibiotics. ERYTHR 

100 or 200 mg. Filmtabs are available in bottles and 100 


For little patients 60 cc. bottles of ready-to-use Oral Suspension 


ERYTHROCEIN cccrrunowr 
Otrott 





ABBOTT LABORATORIES LTD PERIVALE GREENFORD MIDDLESEX 





NOTES AND 


practitioner beds: 98 general, 15 obstetric, and 


108 geriatric. In the case of general-practitioner 
obstetric beds, two bookings per month per bed 


for all beds are allowed, and the booking ts mad« 


by reference to one or other of the genera 
practitioners mn the staff of the general 
practitioner hospita Ihe general unclassified 


general-practitioner beds are 


maintained 
cottage hospitals in smaller centres of populatior 


Perth. All 


area are appointed as members of 


outside the city of general prac 


titioners un the 
the medical staff and admit patients from their 
own general practices to the hospitals to which 


they are appointed. No general practitioner has a 


pnor claim to any bed or group of beds, all beds 
being freely available to all members of the staff 
\ ‘very wide ariation in the frequency of 
distribution of cases treated’ is noved in these 
general practitioner hospitals Some tend t 


admit maimily med« conditions; others are 
predominantly surgical, whilst others are mixed 
medical and surgical 


survey can be obtained, price 


Nuffield Provincial Hospitals 


Copies t the 
2s. Od fror the 


l‘rust, Nuff 1 Lodge, Regent's Park, Londor 
N.W.ur 

THE RISING SUICIDE RATI 
Iwo medical officer f health in London and 
the Hom« unties have recently drawn atter 


high suicide rate m their areas Ir 
1954, Dr. A. ¢ I 
Perkin, the medical officer of health for Middle 


number of 


tion to the 


his annual report for 


sex, reports that the suicides ros« 


from 151 to 250, an increase of practically 4< 
In the ‘economically vital 


; 


suicides were the second 


age-group, 25 to 44 


most frequent cause of 


death. Deaths by suicide now materially exceed 
those u ng motor vehicles (210) and are 
approaching the total for pulmonary tubercu 
hosis (292 they account tor jpust over 1 of the 
total deaths. He adds: ‘Such a figure must surely 
indicate the existence of widespread stresses 
which should not go un-noted by those who 
have ar sort of responsibility for the shaping 
of our soctal structure 

Hampstea according to its medical officer 
t health, Dr. Dennis Geffen, in his annual 
report for 1954, has the highest suicide rate m 


i Wales The 
pstead is about 60 


England ar excessive rate of 


suicides in Han over the 
for London. He 


rate in Hampstead is associated with the type 


suggests that the high 


average 
f 
their home towns to go 


populatior who leave 


to Londo n search of jobs As a preventive 
measure he recommends that steps should be 
taken to for the public to 


procure dangerous medicines in lethal quantities 


make it le ss casey 


and he deplores the publicity given to suicides 


carry them out 


eans used t 


and the 


PREPARATIONS 


we 
Ww 
- 


rWO HOSPITALS 
1 Hasfital Century by Alan |! 
M.A. (Cape Lown \ \ Balkerma) is the 


Hattersley, 


history of Gres Hospital, Pretermarntzburg 
which was founded m 18s. Grev’'s uw the oldest 
hospital im South Afnca which retains its 


/ ; 


buildings and stands on its orginal site 


original 
Professor Hattersley devotes considerable space 
to the medical services mn 
Nata 


practitioners in 


deve lopme mt of the 


and provides pen-pictures of the leading 


Pietermaritzburg who were 


associated with the hospital. The story is one of 


enterprise undaunted by racial or financial 





difficulties, and provides a fascinating picture of 


the difficulties under which medical practice had 


to be carned out m the pioneering days when 


Natal was struggling towards the proud position 


which it now occupies im the Union of South 
Africa 

The Way f mt bw Lucy Wilder nm its 
second edition (Blackwell Screntfx Publica 
tions, price 27s. 6d.) covers much the same 
penod, but how different the stor lt was m 


May the tather of the two 


18s4 that W. W 


famous brothers, graduated M.D. at the 
University of Minnesota. The story of the Mayo 
Clunn now a household one in the annals of 
medicine but the younger generation will 
ippreciate the ~pportunity f reading this 
sccount of how it began, how «t developed, and 


SECOND CHILDHOOD 


HE growing proportion of old people in the 
population has encouraged a leading food pro 
cessing compar which pr neered in the tinned 
baby food market, t produce a new line of 


for the geriatric market’, From 


onomest Amern 


The } Survey 
PUBLICATIONS 

The Functions of the Medical Officer of Health ws 

aptly described in the introduction as ‘a reasoned 


account of what’, m the wew of the Society of 
Medical Officers of Health, ‘should be the 
functions of the medical officer of health’. It 
careful attention of all concerned 


National Health Service 


deserves the 


withahe future of the . 
including general practitioners and consultants 
(The Society of Medical Officers of Health, 
South, Tavistock Square 


6d.) 


He use 


W.C.1, 


Tavistock 
London price 15 
in Medical Practice, by }. | 


American doctor exactly how he 


Relations 
tells the 


Publi 
Bryan 
should run his practice, how he should live and 


how to mamtam the traditional ideals of hus 


profession. The author is described on the 


dust-cover as being recognized nationally as a 
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student, speaker, writer and practitioner in the OFFICIAL PUBLICATIONS 
realm of socio-economic and public relations Report of the Medical Research Council for the 
aspects of medical practice’. On the title-page he Year 1953-1954 notes that the Council's 
is described more concisely as ‘administrator, establishments now consist of the National 
medical-surgical plan of New Jersey’. To the Institute for Medical Research, 35 research 
British reader the interest of the book lies in the units, 10 research groups, the antibiotics 
frank picture it portrays of current conditions of research laboratory, the laboratory animals 
medical practice in the United States. As such, bureau, and laboratories in Gambia. Towards 
it will be read with intense interest. (Bailliére, the cost of these, Parliament provided a grant 
Tindall & Cox Ltd., price 38s. 6d.) in-aid of {1,844,681 (including {50,000 for 
clinical research in the National Health Service 


Liberal Education in a Technical Age is a survey on the ordinary account, and £102,428 on the 


of the relationship of vocational and non- non-recurrent account for special apparatus 3 
cational further education and training, buildings. Four important new benefactions 
arried out by a committee of the National Were received during the year: (i) a gift of 
Institute of Adult Education Although 250,000 from a group of tobacco manufacturers 
for research on carcinoma of the lung; (ii) a 
gift of {7000 from the charitable trust estal 


lished by Lord Dulverton for research 


primarily concerned with technical institutes 
and colleges, it will be read with interest and 


benefit by all who are disturbed by the increas- 


w tendency of the medical curriculum to coronary thrombosis, with a promise of fur 


vecome more technological and less cultural support up to : for any necessary 


Max Parrish, price 6s development of work during a five-year period 


(m) a gift of $00 from an anonymous 


Canadian donor for the general purposes of 


Angiopathia Diabetica, by Prof. Dr. M. Burger, 


reses ' v) grants totalling 
i & tee Goch Genstibing many eapects of esearch in medicine; [1 grants totalling 


£.7,005 trom the National Fund for Poliomvelit 
Research 


not only the extremities but the eyes and the 
. The Report includes an adn 


vascular disease in diabetes mellitus, affecting 


. rable sect 
kidneys. It is based upon long experience and . 
. : some trends of medical research dealing 
study before and after insulin. Instead of . 
amongst other subjects, with modern trends 
amputation the author expounds the success of : 
chemotherapy, blindness in premature infants 
conservative treatment, now widely used in all 
pernicious anzwmia, and analgesia in midwifer 
countries since antibiotics and insulin made this 
(H.M. Stationery Office, price 7s. 6d 


so readily possible. He gives no helpful details 


about the diabetic regime, and little about . : 
. . Services for the Disabled is an account 
insulin dosage. The book is beautifully produced . : 
- : services provided for the disabled by G 
with some excellent photographs but the de- 

- ment departments, local authorities 
tailed tables of 199 cases are not clinically ‘ 
voluntary organizations in the United Kingdon 
Published by the Ministry of Labour ar 


helpful as a guide to treatment. Neuropathy, a 


most important factor in such lesions, is almost 
i National Health 


neglected. (Georg Thieme, price DM 69.—) Service, it is the first official 
book to give such a comprehensive account of 
the work done for disabled persons. It will be 

Annual Epidemiological and Vital Statistics read with interest by all practitioners who have 

1952, in 540 pages and 73 statistical tables pro- disabled persons among their patients. (H.M 

vides a picture of the state of the public health Stationery Office, price 4s. 6d 

throughout the world. It is published under the 

wgis of the World Health Organization. (H.M. Note.—* Linguets", referre 


August issuc s a registered 


Stationery Office, price 50s.) Basle, who are the registere< 
THE PRACTITIO@ER: 50 Years Ago. See pages 353-354 





THE MEDICAL SERVICE OF THE ROYAL NAVY 
Vacancies for Medieal Officers 


Candidates are invited. for Short Service Commissions of four years, on termination of which 
a gratuity of 4600 (tax free) is payable. Ample opportunity is granted for transfer to 
Permanent Commissions on completion of one year's total service. Officers so transferred are 
paid instead a grant of £1,500 ( taxable) 


All entrants are required to be British subjects whose parents are British subjects, to be 
medically ft, and t pats an interview 

Full particulars from the Admiralty Medical Department, Queen Anne's Mansions 
Se. James's Park, London, $.W.! 
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More and more practitioners and specialists 
are turning to ACHROMYCIN tetracycline— now recognise 
as a master stroke in the advancement of antib 
therapy. In every sense, this newest Lederle a hietix 
measures p to pres vw sre re ‘ Ir : 
bacteria ange rpasse I " her | ad 
spectr ‘ bi It ible a readily s le 

K pro ne ctic c DIO evel : aift 
rapid nto the body tissues. It is hiel esstul whet 
taker mouth. vet can safely be given intramuscular 


wv intravenously when speedy control of 


needed. And to these merits can be added its relatively 


; ‘ 


low frequency and mild degree of side cflects. 


ACHROMYCIN 


TETRACYCLINE 


aT? GRam 
DAILY DOSAGE 
sHows TRUE 
economy 


acuaonuvomm 


Today's broad-spectrum antibiotic : we 
toeileble in ne Aon : = 
APS ES - INTRAMUSCULAR -« INTRAVENOL'S - OINTMENT . Cs 
i PHTHALMI OINTMENT ORAL SUSPENSIOD ; te ~ 
PEDIATRI DROPS SOLUBLE TABLETS SPERSOIDS? 
Pow r TABLETS EAR 5 ! TION banter atr« 
* Ree. 1 \tark 
t Trade Mark 


LEDERLE LABORATORIES DIVISION 
SD nid Products Lid wasn WouSt © LOWYCH © LONDON WG? - TEMPLE Gan Ser 
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Roche progress 1955 
FIRST ‘ARFONAD’ (for safer hypotensive surgery 


N ‘MESTINON’ a new cholinergic comr 


\ 


\ 


\) 


‘NOLUDAR’ > 


Trade Mark Branc 


a new safe sedative and 


V 
i 


released after mild hypnotic 
extensive 
clinical trials 


a ae 


<a 


\ 


2. 4 dioxo-3 
Different in constit 
and the straight chain u 


hemuistry 


Properties W ide safety margin—does not cause tolerance 
or habituation No undesirable effects or 
respiration rculatior ligestion 

Rapid in onset § to 1 hour 
Brief effect about 6 hours 
No hangover 


in hypnotic doses or the treatment of 


in sedative doses for nervousness, anxiety 

Packings states, hypertens t 
Noludar" tablets: 200 mg. in 

containers of 1 and ¢ 


ROCHE PRODUCTS LIMITED + 15 MANCHESTER SQUARE - LONDON WI + ENGLAND 
Agents Howse & McGeorge itd. P.O. Box 28. Nairobi 
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fifty Dears Ago 


but short on time. | 


SEPTEMBER 


i mgnt to lve mnie 


Crichton- Browne 


hundred 

Sir James 
t » Pub 
that he has the 
Wa how ts 


answer 


an address Health Congress. ‘If 


t be granted nght’, comment 
Notes by the 


right? The 


t that he so seldom 
must, we fear, b 
War, an Iris! 
that he had 
captured a | lhe captain replied “Bring 
ther the answer l 
can't, Sur! He v t let me In the 
Nature will r llow most of us to exercise 
The late Su 


taught the 


uses that « 


that he cannot. In the Crimear 


; ‘ ‘ } 


soldier cried captain 


him 1m, which came 


samme way 
our 
to | » hundred years 
Rw hardson, 
samme James Crnchton-Browne 
did not reach the comparatively short limit laid 

Bible 


ff the prophets of hygiene 


right 
Benjamin War 


, se «6Sor 


who 


doctr 


j for he died at 68. Richardson 


down in the 


was om his failure, 


therefore attributed to ignorance 


still less to the | i of laws of which he was 


truth seems to be 
deal to 


earnest an cxp The 


that, althougt a an do a great 
his da nt land, he can do but little 
if he 


vegetate a 


horter 


them. He may. indeed, models 


that of 


lengther 
a cabbage, 
longer thar he plavs his part on the Stage 
ng wholly for himself, and 


but his health, he may keep 


oft Nhumar 
think ng 

ff death f tthe tumme 
James Crchton-Browne, 
j at Edinburgh University in 


days 


But is not such a life a 


ving death who 
graduate: 
showed 


psychology. Lord 


us student 
an interest ' uical 
r’s sto lunacy from 1575-1922, 
stress the importance 


Chancell 
he was on 
mms of mental diseas< 


sympt 


1938, having just missed 


# the prodroma 
He died on January 31 
making his centur 

The first of the 
The Enlarge i Prostate 
and Treatment’, by Cuthbert 
B.S., F.RA 
Hospital, in 


Onginal Communications 
its Nature, Symptoms 
Wallace, M.B 


Surgeon to st Thomas's 


of Out-patients, concludes 
this 


graphically ultimate results of 


tatectomy are exceedingly 
know of 


n the patient is more striking 


operation pr 


leed, I no operation im 


gratifying; 
which the chang: 
Instead of a feeble, n with 
; 


pain and suffering stamped on his features, and 


serable old man, 


who often or woks forward to early death as 


expect to 


ired 


Thomas A 


1905 


ip miseries : 2 present 


an escay 


condition, o s aman, old indeed, but much 


t leads an 


than before the operation, who 


188 80 


takes an interest im the daily routine 
ooks f 
f health and happiness 
Frederick C. Wallis. M.B.. F.R.C.S 
Charing Cross Hospital with Ano 


Rectal Ulceration’ and particularly with infective 


active life 


and wh rward to a considerable number 
" years 
Surgeon 


deals 


es Crichton-Browne, M.D., LL.D., F.R.S 


(1540-1935 


its results 


that I do not know anything to equal it im the 


chronic misery and suffering it produces’. Sir 
Frederick Charles W allis 
elected surgeon to Charing Cross Hospital in 
1gOs, spe of the 
and wrote two books 
of the Rectum 1907 and 
Rectum for Practitioners 


1569-19012 who was 


ialhized carly in discases rectum 


m that subject: ‘Surgery 
Surgery at othe 


igi2 
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‘A remarkable Collection of Foreign Bodies 
Removed from the Stomach’ is communicated 
by Harold H. R. MacLeod, F.R.C.S.Ed., 
Surgeon, Salop Infirmary: hairpins, safety-pins, 
assorted nails, needles, 
pieces of chalk. The case is reported as being ‘of 
interest from many points of view, particularly, 
I think, that the woman could have worked on, 
and taken her ordinary food for three weeks, 
after developing this extraordinary taste for 
foreign bodies. The shape of some of the darning 
needles, too, is interesting, as, on account of 
their length and being so pointed at both ends, 
it is marvellous that they were not caught in 
the pharynx or esophagus ... | had the 
melancholy post-mortem 
examination . . ., of knowing that no particle 
of anything had been left behind undetected in 


fragments of glass, and 


satisfaction, at the 


the stomach’. 

Cuthbert 
Out-patient 
London, 
Gynzcological Practice’ 
M.B.. B.S., F.R.C.S., Casualty Surgical Officer, 
Middlesex Hospital, writes on ‘Needle in 
Hand’; and W. E. de Korté, M.B., of the 
Bacteriological Department, King’s 
describes “The Cultivation of the Parasites of 
Small-Pox and Vaccinia in litro’. 

A- number of well-known books are reviewed 
this month. ‘Landmarks and Surface Markings 
of the Human Body’ by Louis Bathe Rawling 


M.D., 
Samaritan 

Value’ of 
Somerville 


F.R.C.S., 
Hospital, 
Pain in 


Lockyer, 


Physician, 


Semor 


discusses “The 
Hastings, 


College, 


‘will prove invaluable to those working for their 
and it will also be found a 

book for 
whom we can 


final examinations, 
very handy 
general practice, to 
recommend it. Mr. Rawling is to be congratu- 
lated on the production of this excellent work’ 
Seven editions of this classic were published in 
the author’s lifetime, and the book continues to 
students and 


reference the man in 


heartily 


be popular with 


alike. 


practitioners 


‘Edebohls’s operation’, decapsulation of the 
kidney for chronic nephritis, was first described 
by George Michael Edebohls of New York in 
1899. Of his book Treatment of 
Bright's Disease’ The 
have read this work with much interest, 


The Surgical 
Practitioner writes We 
as the 
subject is one which ts attracting a good deal of 
attention, and one which, if the author’s claims 


for his operation can be established, is of 


The re are some points ul 
from 


prime importance 


the published statistics which are far 
Considering the 17 


4 were tree 


convincing. cases reported 


as ““cured”’. Of these only from 


hyaline casts at the last examination, and of thes« 
3 had casts six months previously The 
remaining cases, 


“occasionally a hyaline” 


which are described as “ideal 
cures”, had rarely a 
hyaline” 


ideal cure, 


. which cannot be described as an 
especially as one case . is said ‘o 


have threatening symptoms of uremia 


W.R.B 


ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL 

President——-Tut EARL SPENCER 

Medical Superintendent—-THOMAS TENNENT, 

This Registered Hospital is situated in 130 acres of park and pleasure grounds 

— pw le i ent mental disorders, or who wish to prevent recurrent attacks of menta! trouble 
certihed getente of both sexes are received for treatment 

Private rooms with special nurses, male or female, in the Hospital or 





DISORDERS 


D.P.H., D.P.M 

Voluntary patients, who are 
temporary 
Careful clinical, biochemical, bacte ri 


M.D., F.R.C.P., 


in one of the numerous villas in the grounds of the various branches can be provided 


WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, 
It is equipped with all the apparatus for the complete investigation and treatment of Mental and 
insulin treatment is available for surtable cases 


admitted. 


Nervous Disorders by the most modern methods; 


to which patients can be 


It contains 


special departments for hydrotherapy by various methods, including Turkish and Russian baths, the prolonged 


immersion bath, Vichy Douche, Scotch Douche, 
atre, a Dental Surgery, 


Operating The 
Diathermy and High-Frequency treatment 
pathological researc 


Electrical baths, 
an X-Ray Room, 
It also contains Laboratories for biochemical, bacteriological, and 
Psychotherapeutic treatment is employed when indicated. 


; Plombiéres treatment, &c. There is an 
an | itra-Violet Apparatus, and a Department for 


MOULTON PARK 


Two miles from the Main Hospital there are several branch establishments and villas situated in a park and 


farm of 650 acres. 
orchards oulton Park 


Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and 
Occupational therapy is a feature of this branch, and patients are given every facility 


for occupying themselves in farming, gardening, and fruit-growing. 


BRYN-Y¥-NEUADD HALL 
The seaside house of St. Andrews Hospital is beautifully situated in a Park of 330 acres, at Lianfairfechan 


amidst the finest scenery in North Wales 


On the north-west side 


tate a mile of sea coast forms the 


boundary. Patients may visit this branch for a short seaside grese>, or for longer periods. The Hospital has its 


ewn private on the seashore 
courts (grass and hard courts), croquet 


Fer terms and further particulars « 
Nerthampton), whe can be seen in 


house There is trout in the park. 
all the branches of the Hospital there are cricket a football and hockey grounds, lawn tenmus 
grounds, golf courses, and bowling oom, 
thew own gardens, and facilines are ~ i — + ~4°-~-j— such as 
A to 


by appowmtent. 


Ladies and gentlemen have 
c 
[-.~, 1 Ne 4354, three lines 
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The safe 


anticholinergic agent 
for 


Peptic Ulceration 


A large number of cases of peptic ulceration 
have been successfull treates 


anticholinergi 


‘* Pro-Banthine By its 
inhibiting transmissic: ili 


sympathetic and parasympatheti« ganglia and 
at parasympathetic myone ral juncti 


hypermotility of the stomach and duodes 
is reduced. This results in rapid relief of 


pain. ** Pro-Banthine ”’ is easily administered, 
orally. It has few side-effects, which 
are all readily eliminated by ad tment 


of dosage 





Pro-Banthine safe 
and devoid of unpleasant taste. 

SEARLE oral treatment with ** Pro-Banthir 
considerable relief of ulcer p 


marked improvement in th 


Ethical Pharmaceuticals 
since 1888 in 48 ti 


Dosage is usually 1¢ or 3 


Sepemmencecewe |... 


n bottles of 4 


72 hours after c 


r mg 


17, Manchester Street 
London, W.1. 


tablet containing { Propantheline Bromide 


Telephone » Welbech 1 306 
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In the severer forms 


of HYPERTENSION 


RAUWILOID + VERILOID 


VERILOID is 


RAUWILOID 
of drug cor It combines 


alkaloid 


and 3 mg 


plementation 
1 meg Rauwiloid “ brand 
des of Rauwo serpentina 
d alkaloids of We 


widening the 


of 
ifia 
ratrum viride 
margin between the 
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satisfactory 
be given to 
ideal for releving 
severe hypertension 
discomfort 
olonged antihypertensive 
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hy ef 
peutic dose of 
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Go exerts a pr 


* Rauwiloid * 
more effective 


The 
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that producing 


It ts ef 


to 


mades 
and practically 


a striking example 


in one tablet 
hydrochior 
Veriloid 
Rauwiloid 
thera 


Available in 

bottles of 

100 and 500 
Tablets 


ective 
side 
ve doses of 


tients The 


symptoms of 


ective, sale 
¢ pa 


cuion 


tient 


* Veriloid * 


does away with unpleasant side reactions."’ 


{ener 


RAUWILOID VERILOID™ 


RIKER LABORAT 
LOUGHBOROUGH 


and a 


J. Med. (1954), 17 


Registe Reed. { 


ORIES LIMITED 
Leics 


ed Trade Mark 








LXXXVIII THE PRACTITIONER 











: | 
7~ Penicillin levels x 10! 


*Benemid’ increases penicillin plasma levels by up to 10 times. The 
combination of the new drug ‘Benemid’ with potassium penicillin G i 
*‘PENBENEMID’ provides a convenient oral dosage form giving penicillin 
levels which are 


(1) COMPARABLE to those obtained with intramuscular penicillin 


and 


(2) SUPERIOR to those obtained with other oral penicillin preparations 


The oral penicillin of choice... 


* Penbenemid’-250 


TABLETS BENEMID’ WITH POTASSIUM PENICILLIN G 


*Penbenemid* - 250 Tablets have an increased penicillin content, The 
inclusion of ‘Benemid’ ensures sustained blood levels hithert 
unobtainable by the oral route 

Each tablet contains 250,000 units Potassium Penicillin G with 0.25 G 


*Benemid*. Supplied in bottles of 12 tablets 


at. The ONLY oral penicillin preparation giving 
*“~ 
*"  plood levels comparable to those obtainable 
with intramuscular penicillin 
Literature gladly sent on request 


SHARP 


5 SHARP & DOHME LTD., HODDESDON, HERTS 
DOHME 
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CUT COLDS SHORT 





Just because little can be done to prevent the common cold, there 
is no reason why the secondary infections that so frequently 
follow it should be allowed full liberty to prolong the ill effects. 
If given at the first sign of a cold ‘Sulfex’ intranasal therapy 
controls these secondary invaders, curtailing the course of the 


illness, and lessening the risk of more serious sequelae 


Vasoconstriction in minutes... 
+++ bacteriostasis for hours 





Issued in 1-oz. and 8-oz. bottli 


For cost to N.HS.. see lotest M. & st sent out July, 19% 


Ay SMITH KLINE & FRENCH INTERNATIONAL CO, 
represented by Menley & James, Limited, Coldharbour Lane, London, $.E.5 Tel: BRixton 7851 


P103* * Sulfex a registered trade mark Samples available on request 
SxPrt ’ ’ 
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Elastoplast Bandaging Technique 


in the treatment of 
Sprains 


TWO SOLUTIONS of everyday first aid problems are illustrated below 
using Elastoplast elastic adhesive bandages and plasters. The tidy, effective 


result is typical of the modern approach in the treatment of sprains. 


SPLINT METHOD 
in the treatment of Finger Sprains 


The injured finger is strapped to an adjacent 
uninjured finger by two strips cut from a 1° wide 
Elastoplast Plaster. The strapping is applied 
transversely around the two fully extended fingers 
so that the interphalangeal joints are not covered 
Lateral movement of the injured joint is impossibic; 
but flexion and extension are unimpaired. 


SUPPORT 

for Sprained Wrist 

Bandaging consists essentially of figure- 
of-eight turns round hand and wrist—alternate 
turns slit to accommodate the thumb. 


Elastoplast clastic adhesive bandages (Porous) are available in 3 yard lengths 
and 2°, 24° and 3” widths. (Prescribable on Form £.c.10) 


FULL DETAILS FROM SMITH & NEPHEW LTD WELWYN GARDEN CITY . HERTS 
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Like the lighthouse, 
‘Sulphamezathine’ is 
efficient, constant, and 
eminently reliable. Its 
sweep is wide and 
powerful; it is a tower 

7 of strength and a symbol 


of safety. 


‘Sulphamezathine’ 


Sulpned mdine BP Trede Mark 


THE SAFE ECONOMICAL SULPHONAMIDE 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 
WILMSLOW, MANCHESTER 


A subsidiary company of Taeperial Chemical Industries Ltd 
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Athletes and pregnant women 


are among those who often have to carry the burden 
of piles. Fortunately, many cases of haemorrhoids 


respond to palliative measures. Anusol Haemorrhoidal 


FORMULA: Bismnuth subgailare 
2.12%, biemath oxylodogal 
03%, dismuth oxide 
, resorcin 0.87%, bal 
ff Perw 1.77%, wim 
xide 10.60%, boric ac 
17.85%, base af cacao butte 
and beeswax ¢.s. ad 100.00% 
PACKING: Suppositories 
Boxes of 12; also boxes of 
100 for dispensing purpose 
at 16/8 to chemists (not sub- 
ject to PT. on prescription) 
Ointment: 1 oz. tubes 


Suppositories and Ointment are a safe 
and effective palliative. The 
Suppositories are designed for 

the treatment of haemorrhoids; 

the ointment for 


perineal irritation, 


ANUSOL 


Anusol has never been advertise: 
to the public 

WILLIAM R. WARNER & 
Power Road, Lor wi 
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DIFFERING FROM TAB, CODEIN, CO. B.P. 


(odis @) contains 


soluble aspirin 





COMBINED WITH CODEINE PHOSPHATE AND PHENACETIN 


SOLL BLE ASPIRIN is now widely «pirin will be more rapidly absorbed 
preferre to ordinary aspirin for by the patient and is far less likely 
ription “(Codis 18 a to cause gastric irritation 

wund tablet of high Because of the ready dissolution 
ind dispersion of the tablets, Codis 
will be found considerably easier to 


Codis is thus suitable 


takes this important 
ent into account, 
pirin in Codis provides administer 
ulcium aspirin, which is for prescription in all those cases 
nmediately the tablet is which call for a codeine compound 


im water This calcium tabiet 





COMPOSITION 
Each Codis tablet ntains Acid. Acetylsalicy! 
B.P. 4 er.. Phenacet. B.P. 4 gr... Codein. Phoeph 
B.P. 0-125 gr., Cale. Carb. B.P. 1-2 gr., A 
B.P. (hxsix ) O4 ar 
Codis ( Regd. jis not advertised tothe pu 
FOR PRESCRIPTION. Cocdis« is available in distinctive 


sid foils of 6 tablets each 


; 


Dit 


PUBLIC SIZE. Pack of 20 tablets in foil, 2/7 ine. P.1 


8 LONDON @MseMACEUTICAL OOFT. HULL 








SECEITT & COLMAN LTO... HY 
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Psychosomatic 
or somatopsychicP 











The influence of emotional and physical 


strain in provoking a wide range of 


psychosomatic manifestations is well known 
to every medical practitioner. Indeed, the 
incidence of these disturbances has recently 


been rated as high as 15% in rural and 


25% in urban practice’. 


No one would dispute the fundamental 
importance of simple psychotherapy 
which the family doctor is so well placed 
to dispense; yet he, himself recognises 
the need for a more matcrial adjunct with 
a tonic and restorative action. Sanatogen 
is an active nutrient tonic, and the choice 


of many physicians in such circumstances. 


Gonversely, the considerable effect of 
the general bodily health on the psyche 
merits consideration. The link between 
the mental outlook and the nutritional 
state has long been recognised. Here 
again, the merits of Sanatogen as a high 
protein tonic nutricnt are apparent. 


Sanatogen is a protein-glycerophosphate 
complex; 95%, casein rich in essential 
amino-acids; 5°,, sodium 
glycerophosphate, yielding most readily 
assimilable phosphorus. Because of 

its high nutrient value and accepted 
tonic and restorative effects on the 
entire nervous system, it is of signal 
value in all forms of physical and 
mental debility. 


There is half-a-century of clinical 
confirmation of the successful 
prescription of Sanatogen in all types 
of asthenia and psychasthenia. 


3 Practitioner (1954). Vol. 172, p. 183 


Sanatogen 


THE HIGH PROTEIN TONIC 


The word ‘ Sanatogen’ is a registered trade mark of Genatosan Limited, Loughborough, Leics, 
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Who’s next? 
Another rheumatic sufferer? 



































It is fortunate that an effective emeane ap auunte gn 
adjuvant in the treatment of this SUCCINATE-SALICYLATE 
disease is available, bringing the THERAPY” 
patient prompt and effective A succinete-salicylate combinatios 
was founc super: to acetylisalscyls 
relief from pain acid in rheumatic states both of 
oa grounds of therapeutic efficacy and 
The value of salicylate in wer toxicity. Adequate amounts of 
rheumatic disorders has long ee Same Bp A gpee y : 
with more lasting cflect ar with 
been recognised, but until re- fewer and milder side eff 
cently its use was restricted by Pusrthermare, succinas 
afiects the ipacase pr 
the toxic effects accompanying well as relieving 
Ce and do ' at rmaily ncrease 
the necessarily high dosage Ssuiaemten Gan > ter on 
In Berex, the combination of Ss Medical 
igtoure ale Bcd eT Ma 
acetylsalicylic acid and calcium 1954) 26, 22 
succinate enables toleration of 
massive aspirin dosage without BEREX 
lowering the prothrombin level, 4 BAD Prete Mort 





with encouragement of tissue SUCCINATE-SALICYLATE THERAPY 


respiration, and with less gastric ‘* “© "8 of the painful symptom 
. | vhewmete disorder 






aveciated with al 







disturbance FORMULA: Cailciton Succinate 2.4 gr 

: : Aes ylic Acid 3.7 gr 
BEREX hes never been advertised =, rapier roRM. | NAS. Price 
to the public. 4/6)d.: 100 tab 204 ablets 


















A profesmona! sample wtll be gladly sent 


" request to 











MEI Al eP ART MENT 
BEREAN PHARMACEHETICAL CO. 


ROAD, NORTHOLT, GREENFORD, MIDDX 
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Antacid Shevapy 


Ivvnivtertnniit 


In the management of gastro-intestinal 
disorders associated with hyperchlor- 
hydria, *‘ Milk of Magnesia’ Tablets have proved 


of outstanding value. 


Exerting an immediate and prolonged neutralis- 
ing action, ‘ Milk of Magnesia’ Tablets offer a 
valuable prescription to the physician for the 
treatment of simple digestive upsets, including 
gastritis and duodenitis, and equally so, for those 
cases where frank ulceration has occurred. 


Pleasantly mint flavoured and conveniently 
portable, they are always ready to hand when- 
ever the need of alkalisation arises. 


“Milk of Magnesia’ 


RFoD 


Smit UVVUUTNAUUONNATUNNNMT T A BR L I T % DULAUUUUDEAOAN ETUDE 


Available in bottles of 30, 75 and 150 tablets. 


Le Chas H. é 444, 9 (a, Go Yide 


1, WARPLE WAY, LONDON, W.3. 


SHIpHsnvANNNHNN0000CUUOUUUA AAA RNA 


Hadid util WUNULALALAAU LULL IAUEULELE UL EVALELOR TUT ATET ET TT FUE 
** Milk of Magnesia’ is the trade mark of Phillips’ preparation of magnesia. 
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Lifelessness 











| Apathy or lifelessness are symptoms 
commonly observed in debility states, but 

| despite clinical tests, the cause often remains 
obscure. These are the circumstances in which 








f the possibility of conditioned B-avitaminosis 
ae may be considered. 
| A preparation containing all the elements 


of the B-Complex as present in yeast 
extract, ‘ Beriex’ will speedily resolve doubts 
| on the vitamin aetiology of symptoms, and 
restore any deficiencies that have arisen. 


. i ‘ 
Beplex. 
j inn ELIXIR and CAPSULES 


JOHN WYETH & BROTHER LTD. 
Clifion House, Euston Road, London, N.W.1 
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Sleep: the healer 


NO single barbiturate combines rapid 
onset with a duration of action sufficient 
to ensure a whole night's restful sleep. 
Carbrital capsules, however, contain 
pentobarbitone sodium (a quick-acting 
barbiturate) and carbromal (a mild 
sedative). This, plus the fact that there 
are little or no after-effects, makes 
Carbrital ideal for all types of insomnia 
and for use as a general sedative. 


CARBRITAL 


for all types of insomnia 
cay available in bottles of 25 and 250 
capsules. 


; Parke, Davis « Co. Ltd., inc.usa Hounslow, Middx. Tel. Hounslow 236! 
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To-day, the new diabetic has many facilities to 
| enable him to lead and enjoy a normal 
life. The introduction of 1.Z.S. (Insulin Zinc Suspension) 
A.B. has greatly simplified the treatment of 
the majority of cases, one injection being sufficient to 
control the blood-sugar level for 24 hours. 
| 1.Z.S. offers the following advantages over other prolonged 
action insulin prepartions :— 
| 1. No protein or peptide material present 
| other than insulin itself, 
2. Rapid onset with prolonged action 
| 3. It meets the needs of a higher percentage 
of diabetics. 
12S (Insulin Zinc Suspension) A.B. is supplied in via 
of 10 c.c. containing 40 or 80 uniis per c.c. 
L Insulin . ’ 


a) tine 
= > uspension 


Sas —Jor i and Manu/acturer 


‘ALLEN & HANBURYS LTD THE BRITISH DRUG HOUSES LTD 
LONDON, E.2 ° LONDON, W.1 
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The A B C of 9 
_ PERSONAL INSURANCE | 


Ree. tl 


a 
BVA 
Ais 


or how to provide yourself with a 
complete scheme of personal cover 


in one policy at reduced rates 


ASSETS EXCEED €£€6,000,000 


MEDICAL SICKNESS, ANNUITY AND LIFE ASSURANCE SOCIETY LIMITED 


3 CAVENDISH SQUARE, LONDON, W.1 Seen aap Spewueret Cuore 
: pres equans, & cs Me CAR ask for details of the HIRE 
(Telephone: LANgham 2991) PURCHASE SCHEME of the 
MEDICAL SICKNESS FINANCE 
CORPORATION LTD 


Please write for peorticulors, mentioning this advertisement 
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BUSCOPAN 


FOR ORAL AND PARENTERAL THERAPY 


ampoules of 0.02 Gm. « tablets of 0.01 Gm 
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du MAURIER 
the filter tip 
cigarette 


CORK TIP IN THE RED BOX 


PLAIN TIP (MEDIUM) IN THE BLUE BOX 
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Berex Pharr : 


Boots Pure Drug Co.. Li j MENTAL HOMES 


Andrew s Hosp:tal 




















MOTOR CARS 


Camden Chemical Co 

Continental Laboratories Ins de Wolseley Cars 
Cuxson Gerrard & Co., Ls ! ' 

Distillers Company (Biocher SURGICAL CORSETS 
Duncan Flockhart & Co.. it ‘ . abury) 

Evans Medical Supplies, Led ’ ' apes om 

FAALR. Laboratories, Led SURGICAL AND MEDICAL 
Ferris & Co. Li APPLIANCES 

tetcher s Piet ’ . 
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Cigarettes 
Energen Dietary Service 
Hastings & Thanet Building Socrety 
Lion Buriding Society 
Lucozade, Ltd 
xxx Medical Sickness Socrety 
xxi, hexii, hexix and xcv Royal Naval Medical Service 
xxx, xiwili, alin, bean, and Scate Building Society 
Pharmaceut rs t May & Baker), Led Westminster Bank. Lcd 


utside front Cougr Wright, Layman & Umney, Led 
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After many ba rvolog:cal experiments of four layers of fine dental gaure. it 
the mask war designed to arrest all fastens securely under the chin, has an 
droplets from the mouth and nose, and air gap at the sides. «& comfortable to 
sO tO prevent contamination during wear for long periods and may be easly 
operation. The “ Cestra ” Mask consists sterilised 


Obte:nadie from Chemists and Medico! Stores 
MADE BY ROBINSON & SONS LTDO., Wheat Bridge Mills, Chesterfield 
Tel. Chesterfield 2/05 London Office : King's Bourne House, 229/23! High Holborn 
London, W.C.! Tel. Holborn 6383 Manufecturers of al! kinds of Surgical Dressings 
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Capsules 


are now available in TWO FORMS 


STANDARD 


Containing 0.50 G. sodium salicylate which may be 
taken with complete freedom from nausea or gastric 
disturbances. 


Indicated in acute articular and extra-articular 
rheumatism and its complications, rheumatic pains, 
infections and hepatic disorders. 


VITAMINISED 


Incorporating vitamins B,, C, K and PP with the 
normal 0.50 G. sodium salicylate. 


The preparation of choice in all cases in which very 
high doses of sodium salicylate are necessary, notably 
in the active treatment of acute articular rheumatism, 
polyarthritis, lupus erythematosus and carditis. 


Both forms are available in packings of 50 cabsules and tax 
free dispensing packs of 200 and | ,000 capsules 


Literature and samples on request 
CONTINENTAL LABORATORIES, LTD 


10! Great Russell Street, London, W.C.! 
Telephone: MUSeum 2042-3 + Telegrams: Taxolabs, Phone, London 

















treatment 
for 
threadworm 
and 
roundworm 
infestation 











*Entacyl’ is a particularly well tolerated effective 
anthelmintic with a rapid action. Complete eradica- 
tion is obtainable without the use of an enema. 
DOSAGE: 1 tablet (or half teaspoonful) per year of age per day 
up to the age of six years. Over six years of age 2 tablets (or one 
teaspoonful) three times a day. This dosage should be adminis- 
tered for one week. 


Pads of instruction leaflets intended to be handed to patients 
undergoing treatment with Entacyl are available on request. 


TABLETS containing N SUSPENSION com 
, taining 300mg Pipers- 
Piperazine i I \ } I zine Adipate in cach half 
Adipate 300 mg teaspoonful 
(ane?. pat. arr. wo. 29123/53) 
TABLETS Bottles of 25 at 3/- and 100 at to0j- 
BASIC W.H.S. PRICES SUSPENSION Bottle of & fl. os. at 12/- 


Medical Department 
THE BRITISH DRUG HOUSES LTD LONDON N,l 


House, Norfolk Street, bry 4 
Street, London, W.1. Registered at GPO. for 
Newfoundlan 





